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PREFACE 


Tiiis is one of a series of Monographs developed by the Special Action Office for Drug Abuse 
Prevention to help present ideas regarding efficient and effective ways of providing drug abuse treatment 
services. This "how to" manual is intended for guidance only and in no way implies that this is the only 
way of providing quality care. We hope you will consider this information in light of your individual 
program and modify it accordingly. 

This Monograph is to serve as a model for the program administrator in both the early planning stages and 
actual implementation phase of a Residential Drug-Free program. The concept of the residential drug-free 
program, its goals, treatment plans, and methods of operation, are described in this Monograph with 
specific implementation guidelines. 

We hope you find this Monograph helpful and are able to tailor it to meet your specific drug treatment 
goals. 


Robert L. DuPont, M.D. 
Director 


sii 



Table of Contents 


i Introduction. 

II History . 

A. Synanon . 

B. Daytop Village . 

C. Phoenix House . 

III Administrator's Guide To Planning 

A. Facility . 

B. Budget . 

C. Security. 

D. Staff . 


1. Staffing Patterns . 

2, Recruitment and Staff Qualifications . 

a. Counseling Overview . 

b. Training. 

i. Fundamental Training . 

ii. Specific Skills Training . 

c. Counselor Reporting Requirements . . . . 

i. Counseling and Supportive Services . 

ii. Medical Services . 

ill Urinalysis. 

iv. Resident Progress . 


5 

6 

7 

8 
8 
8 
8 
9 
9 
9 
9 


E. Treatment Regimen 


10 


1. Intake .. 

2. Orientation for the newly admitted resident . 

3. Treatment ... 

a. Therapy Techniques. 

I Morning Meeting . 

ii. Supportive Group or Probe . 

iii. Relatives Group ... 

iv. Encounter or Confrontation Therapy Group 

v. Individual Counseling Therapy. 

b. Work Program. 

i. Housekeeping or Service Department 

ii. Seminar or Creative Energy Department 

iii. Acquisition Department or Hustling Crew 

iv. Kitchen Department . 

v. Business Administration Department 

vi. Public Relations Department . 

vti. Expediting Department ....... 


11 

12 

12 

13 

14 
14 

14 

15 
15 

15 

16 
16 
16 
17 
17 
17 
17 


v 












































c. Creative Recreational Activities 

d. Ancillary Services . 

e. Disciplinary Measures. 

f. Rewards . 

4. Re-entry . 

5. Graduation ... 

6. Follow-up . 

7. Termination . 

8. Drop-Out . 

9. Transfer. 


17 

18 
18 
18 
19 

19 

20 
20 
20 
20 


IV Summary 


21 


vi 
















EXHIBITS 


1. Federal Funding Criteria . 

2. Budget . .. 

3. Sample Organization Chart 

4. Position Descriptions . . . 

5. Sample Training Aids ... 

6. Sample Counseling Record 

7. Sample Intake Form . . . 

8. Confidentiality Regulations 


25 

37 

41 

45 

51 

57 

63 

71 


vii 











1 Introduction 


The purpose of this manual is to describe a model therapeutic community (T.C.), its goals, treatment- 
plans, and methods of operation. As such, it should serve as a planning document for the administrator or 
official who wishes to understand, establish, and operate such a drug-free treatment program. The manual, 
therefore, defines the concept of the T.C., presents its historical and philosophical development, describes a 
functioning T.C., and offers specific guidelines to be observed and followed in implementing a successful 
drug-free therapeutic community. 

A therapeutic community may be defined as a communal, residential, drug-free rehabilitation center in 
which drug addiction is treated as a personality disorder. Techniques used to redirect an ex-addict's life 
style by restructuring or redeveloping his character vary depending upon the T.C. philosophy. All T.C/s, 
however, serve to force the ex-addict to confront his problems, change or modify behavior, and learn to 
function effectively, drug-free. To function effectively means that the ex-addict demonstrates an accurate 
understanding of himself, his actions, and the behavior of others around him, an ability to initiate and 
conduct satisfactory interpersonal relationships, an ability to secure and maintain employment, an ability 
to remain uninterested and uninvolved in criminal activity, and an ability to remain totally drug-free 
(including abstention from alcohol abuse). 

To accomplish this, the T.C. depends upon the successful integration and continued evaluation of at 
least three components, a highly structured system of well-supervised work and group activities,' an intense 
schedule of varied therapeutic techniques; and an atmosphere of both support and pressure brought about 
by the efforts of staff and residents. These components work to guide each resident toward assuming 
responsibility, toward understanding his motivations, and toward living harmoniously and productively In 
the alternative reality of the T.C. All T.C/s strive to accomplish this through program scheduling, in the 
length of time alloted for residence, and in ultimate goals. 

The continuing process of critical, internal evaluation assumes a key role in the ultimate success of any 
T.C. Although formalized statistical measures may not need to be imposed, some form of measured 
evaluation must be built in—as well as a means of flexible response. Success depends upon effective 
treatment, to be effective, treatment must be appropriate. Flexibility can be exercised properly only if 
evaluation methods exist and are used regularly. 

Through the mechanism of the Federal Funding Criteria (See Exhibit 1), an attempt is being made to 
introduce some consistency into the T.C. model. The discussion below provides a brief description of 
similarities and differences which have existed in terms of history, development, and philosophical 
approaches of several therapeutic communities. 
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I! History 


The historical development of T.C/s can be traced both chronologically and philosophically. A brief 
presentation of three T.C/s will illustrate the different treatment techniques which evolved from particular 
philosophical beginnings. Synanon, founded by Charles E. Dederich in 1959, was organized originally to 
help alcoholics. Daytop Village evolved in the fall of 1983 from a pilot program funded by a grant from the 
National Institutes of Health. Phoenix House began in May of 1967 when five addicts occupied the top 
floor of a Manhattan Upper West Side tenement to form a family unit, pool resources and energy, and 
engage in supportive group discussion. All three programs have developed into active and successful T.C/s. 


A. Synanon 


Synanon began as a California-based foundation dedicated to the treatment of alcoholics and modelled 
after Alcoholics Anonymous (A,A.). The weekly free association discussion groups for A A members 
developed into intense group confrontations and verbal attack sessions. Their success was reflected in 
membership growth and the acquisition of a clubhouse. Drug addicts began appearing, and a parolee was 
formally committed to attend: he became drug-free within 13 months. Conflicting interests soon resulted in 
the withdrawal of AA members, the evolution of a residential center, and the development of the concept 
of self-help and self-reliance. 

A few months later, Synanon became a corporation and entered the public domain. The name Synanon 
was pinned on the foundation when a drug addict arrived at the clubhouse and asked to enter what he 
meant to be a seminaror symposium. He stammered out, "I want to get into one of those 'synanons' . . . 
The name stuck. From a minimal beginning of a $33 unemployment check of Dederich's, the Synanon 
Foundation, Inc. has grown to a million-dollar enterprise. It is supported mainly by small donations from 
citizens nationwide, by lecture and media engagements, and by profitable business ventures established and 
operated successfully by Synanon residents. All profits are re-directed into the Foundation. 

Then and to this day, Synanon has offered its members an alternative community, a complete refuge, a 
self-sufficient permanent home that is anti-drug, anti-alcohol, anti-tobacco, and anti-crime. It offers resi¬ 
dents (both children and adults) those same economic, social, health, and educational opportunities avail¬ 
able in the outside world. Employment outside is permitted, but residence must be maintained within the 
community. 


B. Daytop Village 


Daytop Village evolved under the auspices of the presiding judge of the Supreme Court's second 
judicial district in New York. A pilot project called Daytop Lodge was established to determine the value of 
a new therapy approach to treating addicts within a framework of relatively strict controls. Under the 
supervision of the New York State Probation Department, Daytop Lodge proved successful; and not long 
after, it became Daytop Village, Inc. Like Synanon, Daytop Village forces the ex-addict to face his 
problems, deal with them realistically, and grow from the experiences provided by the T.C.—that is, group 
activities, work responsibilities, therapeutic involvement, and peer influence. The more outstanding 
differences are found in Daytop's characteristic approach to treatment and in the limited length of 
permissible residence. 

In the Daytop Village therapeutic community, the treatment cycle lasts for 16 months (previously two 
years). A two-phase program structure, involving specified time periods and reflected in assigned residential 
location, constitutes this treatment cycle. What this indicates is that the Daytop Village T.C. expects its 
residents to return to the outside world as contributing citizens. Indeed, quite unlike Synanon, Daytop 
Village puts time limits on residential living. It organizes its program and selects residential sites in such a 
way as to help members make a successful transition from the T.C. to the outside world. 
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The design of the program itself includes a variety of clinical therapeutic techniques and settings. 
Specifically, greater use is made of individual therapy, as Daytop believes that group processes have proven 
limited. In addition, actual residential location sites differ. Depending upon a member's progress with the 
T.C. treatment program, his residence may be within the T.C. at an isolated residential site geographically 
removed from a more familiar, tempting environmental setting, within the T.C. at a residential site located 
in an urban area, or entirely outside the T.C. 


C. Phoenix House 


Supported by City and State funds, welfare contributions from eligible residents, and other dona- 
tions, Phoenix House has grown from one tenement building to 14 separate Houses serving 1,100 members. 
Its success is attributed largely to its mode of treatment. Like Synanon and Daytop Village, Phoenix House 
seeks, through T.C. techniques, activities, and atmosphere, to help ex-addicts follow a pro-social fife style 
and develop into constructive community members. The program is similar to that of Daytop Village—and 
different from that of Synanon—in that treatment is characterized by a limited {18 months to 2 years) 
period of T.C. residence, with the goal being successful integration of members into the outside world. 
Phoenix House differs from Daytop Village in its choice of T.C. residential location sites and in the 
philosophy that underlies such choice. 

Treatment offered by Phoenix House takes place where drug problems flourish; residential houses are 
located, by design, in areas that have high rates of drug abuse and criminal activity. This makes the 
treatment resources plainly visible and highly accessible to addicts. Inner city slum tenements are renovated 
by Phoenix House work crews. The residential houses accommodate 70-100 residents who cannot help but 
contrast their new constructive life style with their past, unproductive mode of living. It is thought that this 
awareness must occur to pave the way for personality growth and emotional commitment to the T.C. and 
its goals. 

A number of T.C/s modelled after Synanon, Daytop Village, and Phoenix House have risen 
nationwide. Most were begun and are operated by ex-addicts. Other T.C/s have been established in mental 
institutions, prisons, community mental health agencies, and the like. Naturally, modifications have been 
incorporated by each to meet the particular needs of their members and community. Similarly, from the 
T.C. described in this manual, an administrator should be able to modify the model so that it is applicable 
to his situation—so that is is an appropriate facility offering an effective treatment plan and operated by a 
suitable staff. 
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Ill Administrator's Guide To Planning 


The T.C. detailed in this manual is one which should serve as an adequate facility in an urban setting. It 
is one which has as its goal the return of residents to the outside community as well-integrated, constructive 
participants who can function effectively drug-free. The treatment program is based on this goal and, 
therefore, all activities and responsibilities introduced have specified time limits for completion. This is to 
say that each resident would be expected to progress through the treatment regimen in delineated stages 
until he is deemed prepared to return to the outside world. Budget allocations and staffing patterns are 
geared to this treatment regimen. 

One important change, of which administrators should be aware, concerns the length of time spent in 
federally-funded T.C. programs. Previously, a 9-18 month commitment was considered reasonable; in the 
interests of cost-effectiveness, and in order to make this form of treatment more widely available, the 
acceptable time-frame in T.C. treatment has been reduced to 6-9 months, with treatment plan review 
occurring at 30 day intervals. Moreover, according to the Federal Funding Criteria (See Exhibit 1), T.C. 
residents must be employed or enrolled in either an education or job training program no later than 128 
days after admission to treatment. This, of course, is in support of the selected goal of returning residents 
to the outside, real community as active citizens. This mandatory early participation serves two related 
purposes; to emphasize the goal of re-integration; and to familiarize residents, early on, with their capacity 
to participate positively in society. 

The guidelines which follow have been determined on the basis of two major factors: cost-effectiveness 
and experience from the field. 


A. Facility 

Selecting and gaining public approval for a T.C. is often a major hurdle to program establishment. By 
its very nature, the T.C. requires a large, roomy facility equipped with or capable of being equipped with a 
kitchen. Usually, these requirements limit choices to older residential areas of the city where zoning may 
prove a problem. As a first step, then, the T.C. administrator should familiarize himself with appropriate zon¬ 
ing ordinances and health and other housing regulations applicable for joint residential and commercial use. 
Having done this, the administrator should weigh the pros and cons of locating the program in a high drug 
area. For the purposes of this manual, a facility in such an area is described. Although opposition from 
residents of the high drug area chosen should be expected, it is oftentimes less vociferous and of shorter 
duration than in more solidly middle-class areas and so may be a pragmatic choice for an administrator 
eager to implement his program. 

A proven method for alleviating some community pressure is the establishment of a Community 
Advisory Board composed of representatives from the proposed neighborhood and its business sector as 
well as members from the local Jaycees, Kiwanis, Board of Trade, etc. Advisory Boards are helpful as 
support mechanisms when establishing the program and afterwards as they can provide a useful source for 
jobs, equipment donations, et al. 

The facility, itself, should be large enough to contain a kitchen, dining area, and at least two common 
areas for activities and group therapy. The dining room should be large enough for staff and residents to 
dine together as this minimizes distance between the two. Meals should be served family style, as well, since 
cafeteria style may be reminiscent of institutional living. Space should be allotted for two private counsel¬ 
ing areas, an administrative office with room for record storage and accessible only to staff, and a reception 
area. Although the facility should resemble a residence to foster a family atmosphere, it is important that 
the reception area be conveniently but prominently located close to the entrance so visitors can be screened 
and controlled. If possible, the areas described above should be located on the first floor. The second floor 
should be divided up into sleeping areas. Because men and women are treated and housed in the same 
facility, arrangements for separate sleeping quarters should be made. Large, dormitory-style rooms are 
desirable because they stimulate interaction among residents although a few small single or double rooms in 
each sleeping area should be reserved for residents who later achieve status positions in the program. In 
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planning adequate sleeping accommodations, the administrator should consider the sex ratio of the popula¬ 
tion to be served. Experience has shown that, in general, there will be a higher percentage of men than 
women in treatment. 

Toilet facilities should be adequate in number for the population and should be designed so that 
privacy is afforded residents. 

For T.C. s, medical units, per se, are unnecessary and may be a hindrance to treatment since T.C. 
residents are taught to deal with their problems without the use of mind-altering drugs. 

When selecting a facility, administrators should recall that renovation and decoration of the T.C. by the 
residents is an important therapeutic technique and, therefore, should choose a structurally sound building 
but one requiring fairly extensive work. 


B. Budget 

A budget for a 30 client facility is attached (See Exhibit 2) which totals about $187 000 meaning that 
the total cost P er resident P er Y ear is $6,250. While the budget figures are approximations baled on average 
costs from T.C.'s across the country, it is clear that the cost of T.C. treatment is high (personnel costs, alone, 
are over $117,000). However, administrators can institute procedures to reduce expenses. One method! 
successfully used in New York City, is to pool residents' welfare checks. Not only does this contribute 
financially but it re-enforces the residents' commitment to rehabilitation and feeling that the residence is, in 
fact, a home. Another way to cut costs is through the use of coupons for food purchase. Current legislation 
(PL. 93-86) should make it possible for T.C. programs, recognized by appropriate State Agencies, to utilize 
the Food Stamps allotted to eligible residents. Furthermore, for the purposes of this manual the T C is 
viewed as an independent unit which must contract out for physical exams and urine testing, a practice 
which raises prices. Again, administrators may opt to join with another drug treatment program to contract 
for these services, a step which should reduce costs. Of course, many T.C.'s are located in areas with central 
intake units which already provide such services. By actively participating in the central intake process as a 
referral source, significant savings can be effected. 


C. Security 

The need for security measures should be minimal as there is no medication and little money on the 
premises. The belongings of new admissions should be searched for contraband. Any petty cash belonging 
to the program or funds belonging to residents should be locked in a secure area with limited access. 
Entrance doors should be locked when the reception area is unattended to prevent entrance by unauthor¬ 
ized outsiders. Visitors should be screened to assure that they are legitimate guests. 

D. Staff 


Staff selectlon for T.C. programs is a critical area and requires careful planning. The planning aspect 
principally involves thorough and clear descriptions of each position, the responsibilities which accompany 
it, and the design of a meaningful table of organization. In addition, recruiting strategies must be developed, 
qualifications must be considered, training needs must be continuously assessed, and the roles of individual 
staff must be defined. These areas are covered in the following discussion. 


1. S taffing Pa tterns 

The principal considerations in designing a staffing pattern are: 

a. the total number of direct services that can be offered in-house; 

b. the number of staff responsible for each of these services; and, 

c. the number of individuals directly reporting to the administrator. 
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Program components or units are developed in view of these considerations. In the T.C., the treatment 
unit constitutes the major component and most services fall under this category. However, if an exception¬ 
ally large variety of services are provided in-house, the administrator may choose to establish additional 
units. For example, if a program employed three vocational rehabilitation specialists, four social workers 
and two public assistance aides, the administrator might organize a social services unit and designate a 
supervisor. 

Staffing requirements, then, will vary depending on the anticipated size of the program, the treatment 
philosophy, and the availability and quality of ancillary community resources. If the T.C. adheres closely to 
the original Synanon-Daytop—Phoenix models which emphasize group therapy and minimize formalized 
individual counseling, the number of staff could be minimal because their functions would be primarily 
instructive and supervisory in nature with caseload responsibility only in terms of record-keeping. Sf 
individual counseling is to be utilized as a major therapeutic tool, a ratio of one counselor to ten residents is 
recommended. 

In a residential program, twenty-four hour coverage must be taken into consideration when determin¬ 
ing number of staff. In some T.C/s, one or more of the treatment staff reside in the facility, thus eliminating 
the need for three separate shifts. Although this arrangement leads to better treatment continuity, it may 
place an unrealistic expectation on staff who might find this living arrangement too demanding, emotion¬ 
ally. One practical way to handle twenty-four hour coverage is to rotate treatment staff on a regular basis. 
The minimal treatment staff required under this system would consist of a senior counselor and eight 
counselors, which would permit scheduling of the senior counselor and three counselors on the day shift, 
two counselors on the evening shift and one counselor on the night shift. The senior counselor could rotate 
weekends but should be restricted to the day shift because the major portion of therapeutic activities occur 
at that time and the senior counselor then can serve as assistant administrator in the administrator's 
absence. Other staff should rotate to avoid monotony. Daily meetings between shifts are essential to assure 
continuity. Rotation also assures that all treatment staff have input into staff meetings and case reviews. 

If we assume for the purposes of this manual that there are adequate community resources for a 
program of 30-60 residents, the minimal staffing pattern would consist of the following: 

Administrator 

Secretary 

Senior counselor 

Eight counselors 

Psychiatrist ( 3 hours per week) 

A sample organizational chart and explanation is attached (See Exhibit 3). 

Once the administrator has decided on an organizational structure and staffing pattern, he should 
immediately begin the recruitment process. 


2. R ecruitm en t and S taff Q uafifica tions 

In the discussion of the T.C/s historical development which occurs earlier in this manual, the concept 
of a self-help organization of peers is reiterated several times. A large measure of the T.C/s success can be 
attributed to its insistence that those individuals who have successfully overcome a problem make excellent 
therapists for those now grappling with the same disorder. For this reason, T.C/s usually employ trained 
ex-addicts with therapeutic community backgrounds as staff. In a T.C., all staff function primarily as 
counselors, so the emphasis during recruitment should be on therapeutic skills. New administrators should 
consider contacting administrators of on-going, highly-regarded T.C/s to request staff recommendations. 
Oftentimes, recent T.C. graduates will be recommended because successful completion of the T.C. program 
usually means that the graduate has had extensive exposure to and experience in conducting groups and 
understands the principles underlying the therapeutic community. Administrators should remember, how¬ 
ever, that it is both unwise and unethical to contact participants in T.C. treatment directly. It is also unwise 
to hire persons who failed to complete drug treatment. 
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During the recruitment process, extensive interviews are very helpful because they give an indication of 
the candidate's ability to relate well to others. Whenever possible, group interviews should be given to each 
job candidate in addition to private interviews since they often expose qualities which otherwise might go 
unnoticed. Many programs hire as counselors ex-addicts who never have been exposed to T.C.'s. Often the 
first street-wise addict interviewed is accepted. Unfortunately, programs who have hired ex-addicts impul- 
S ' V6 y h3Ve had serlous personnel Probiems as a result. For this reason, the administrator should approach 
the hiring of an ex-addict objectively but critically. Naturally, the ability of the candidate/ex-addict to do 
the job should be examined thoroughly. Questions the administrator should ask himself are: 1) Has the 
candidate been drug-free? 2) Is the candidate a graduate of a T.C. or does he have therapeutic experience 
Which is appropriate to a T.C.? 3) Does he have a problem with alcohol? 4) Has the candidate any formal 
training in group or individual counseling? 5) If he has been institutionalized, what is his attitude about 
working with professionals? 6) Is he an appropriate role model? Unless the ex-addict exudes positive values 
and self-esteem, he will be unable to provide the leadership necessary for a T.C. Administrators should be 
aware of the intense pressure placed on staff in a T.C. but realize that only candidates who react positively 
to that pressure can be considered. While other treatment modalities can tolerate occasional manifestations 
of poor staff adjustment, this is not the case in a T.C. Since staff are highly visible, and rehabilitation 
depends so greatly on the residents' identification with staff, a consistent level of positive staff performance 
is essential. 

Administrators might want to employ a mental health professional as both a counselor and training 
resource to staff and residents. Some T.C.'s have had notable success in integrating professionals and 
paraprofessionals, but administrators should be aware of certain problems that may arise when a profes- 
s.ona! is hired. Given his qualifications, the professional may have a superior attitude toward both co¬ 
workers and residents. This can become particularly troublesome when the professional is asked to work 
under the supervision of or on a peer level with a paraprcfessional. Oftentimes, the mental health profes- 
sional exhibits a paternalistic attitude toward residents which may interfere with discipline within the 
community. Nevertheless, professionals can make a strong contribution to the community if the full range 

of their duties and responsibilities have been explained at the outset and if the professional/paraprofessional 
issue is clarified. 

In order to assist administrators in recruitment and hiring, position descriptions pertaining to counsel- 
ors are included in Exhibit 4. These specifically detail the responsibilities involved in the job. The following 
is a brief overview of the counselor's role to give the administrator some idea of how the counselor should 
function. Hopefully, this will assist him in the recruitment and review of candidates' qualifications. 


a. Counseling O vervie w 


Under the direct supervision of the administrator, counselors provide residents with individual and 
group therapy, schedule and lead all group activities, propose new therapeutic policies, and implement 
those approved by the administrator. 

T.C. counselors are responsible for: 

1. Collecting supplemental information on designated residents using families previous 
employers or co-workers, social and drug histories, and other sources as indicated. 

2. Conducting orientation sessions for newly admitted residents. 

3. Preparing individual treatment plans for residents and revising them when necessary. 

4. Evaluating treatment plans at least every 30 days. 

5. Obseiving resident behavior and, with input from other counselors, documenting such 
ehavior and other pertinent data in organized, consistent progress notes (these notes are submitted to the 

administrator for periodic review). 

6. Conducting urine testing at least once a week on a randomly scheduled basis. 

The administrator, then, is responsible for evaluating and assessing the needs of the counselor. It is 
the administrator's decision to increase supervision, provide additional training, or terminate employees. In 
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addition, the administrator bears the ultimate responsibility for assuring that residents are receiving all 
appropriate therapeutic services, including vocational assistance. 

b. Training 

Training is an on-going need in drug treatment programs and is essentia! if quality care is to be 
provided. 

Training can be conceptualized in two ways: 1) as fundamental training; and, 2) as specific skills 

training. 


i. Fundamental Training 

Fundamental training is the key to effective program operations, it focuses^on how to train 
the employee to fit into an efficient therapeutic setting. Although this may appear unsophisticated, admin¬ 
istrators should note that technical skill is meaningless without it. 

Programs have found that fundamental training is best communicated through preliminary job 

orientation followed up by continuing on-the-job training. 

On-the-job training can be accomplished in several ways, but a useful and cost-effective 
medium for doing so is the weekly case review or treatment team meeting, ibis occurs within the program 
and should involve the entire staff including any consultants used (e.g., the psychiatrist). Simply stated, the 
case review is a forum for exchanging information on specific residents' cases. Issues are explained and the 
status of each resident is discussed. This process permits each member of the case review team to learn from 
the successes and failures of others, and it offers an ideal setting to explain new concepts because the case 
itself affords an opportunity to understand them realistically and then apply them. Again, the case review 
demonstrates the proper and improper use of certain techniques and provides the kind of informal discus¬ 
sion necessary to assure that all staff members grasp the point being made. 

At this point, a clear distinction should be drawn between case reviews and staff meetings. 
Staff meetings should really focus on administrative matters, that is, hours, staff rotations, pay increases, 
need for supplies, etc. and they should be kept separate from case reviews. Given the attention required in a 
well-run case review session, the administrator probably should schedule staff meetings and case reviews on 
separate days. 

Finally, it should be stated that regardless of how effective case reviews may be for training, 
they cannot replace good daily supervision (See Exhibit 5 for sample training aids). 

ii. Specific Skills Training 

Once the program is established and operating smoothly, specific skills weaknesses may be 
detected or, because of changing resident needs, new techniques should be introduced. 

One method of revitalizing and updating staff techniques and program procedures is to send 
one or two staff members at a time to another T.C. to reside for a few days. Usually other T.C/s are most 
receptive and the cost is minimal or non-existent. Also, conferences or seminars might offer new perspec¬ 
tives which would be useful to the program, so the administrator might want to budget accordingly. 

Other resources available for training are state- and federally-funded training conferences and 
centers. Here again, the administrator may find subjects of value to his staff. 

Outside the drug abuse/mental health area, numerous educational resources exist which the 
administrator might want to consider. Courses in effective writing or management techniques are possibili¬ 
ties. Although few programs have the financial resources available to pay for them, the administrator might 
want to encourage staff to enter on their own, explaining the benefits in terms of personal growth and 

opportunities for promotion. 

c. Counselor Reporting Requirements 

In accordance with the CODAP client management standards, certain kinds of information should 
be collected by counselors on persons entering and undergoing treatment in T.C/s. In all cases, this infor¬ 
mation should be the basis for continuing or modifying the treatment plan. For example, when the 
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treatment plan is initially developed during the intake process, short- and long-term goals are described, and 
the type and frequency of counseling and supportive services are detailed. However, as the resident 
continues in treatment, the validity of the original plan is tested, and the plan may then be modified based 
on what the information portrays in terms of progress. This information falls into four separate categories 
and includes: 

i. Counseling and Supportive Services 

ii. Medical Services 

iii. Urinalysis 

iv. Resident Progress 

Explanations of the meaning of each of these categories follow: 

i. Counseling and Supportive Services 

The data to be recorded under this category generally include the type of services scheduled 
(e.g. # individual or group therapy, educational counseling, vocational rehabilitation referral), the type of 
services actually provided, and the amount of services provided (one-time contact, seven sessions, etc.). 

i i. Medical Services 


These data, considered together, indicate if the medical service is provided in-house or out-of¬ 
house, give a summary of the resident's medical problems identified during the intake physical and the 
follow-up indicated, specify the resident's current medical problems, and describe the medication 
prescribed, dosages, directions, and limitations. 

iii. Urinalysis 

These data include the date the tests were scheduled, the date the tests were administered (j.e., 
specimen taken), and the results of the testing. 

iv. R esiden t Progress 

Resident response to treatment should be reviewed at least monthly. That review is to include 
such things as drug problems, employment, behavioral problems, and psychiatric/psychological problems. 

The usual way a counselor records resident information is through the use of running progress 
notes. Unfortunately, though, it is also commonplace for these notes to be haphazard and uneven in 
quality. The thrust of more efficient standards of documentation is to force a more thorough approach to 
recording resident information. The key to this is understanding the relationship among the four categories 
of information mentioned above. The first three of these categories must be the basis upon which the 
assessments of resident progress are made. This means that the kinds of data specified by those first three 
categories must appear in the resident's record and must bear a clear and consistent relationship to the 
judgments of category four. For example, if a resident has shown four dirty urines during the course of a 
month, has not cooperated in a number of counseling sessions, and has been irresponsible about his work 
assignment, there should not be an entry stating that the resident is being given a weekend pass. Rather, the 
counselor's notes should reflect an appropriate action clearly consistent with the resident's performance. 

Not only should resident progress assessments be made consistent with the recorded data, but 
the rationale for other activities such as referrals should be documented. The treatment plan, itself, is an 
example of this. If that plan includes referrals to vocational rehabilitation services or for legal help, then the 
reasons for including these elements in the plan ought to be clearly spelled out. If this is not done, reasons 
for changing such a plan are going to appear vague or arbitrary. Furthermore, such referrals must be 
followed up by the counselor. There is nothing wrong with a drug counselor keeping closely in touch with a 
vocational rehabilitation counselor to whom he has referred his client. In fact, this should be encouraged, 
and contacts between them should be recorded. 
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The following is a list of information that must be included in a counseling record {See 
Exhibit 6 for specific samples): 

- A record must be made of the initial resident-counselor interview. The resident's name, age, 
race, and sex should be the first information obtained, followed by the length of primary 
drug abuse, attempts at prior treatment, and reason for seeking treatment at this time. 
Next, the counselor should record the treatment modality to which the resident has been 
assigned and comment on the resident's understanding of this modality. Finally, the resi¬ 
dent's problems should be addressed, e.g., does he have housing, does he have legal prob¬ 
lems, etc? If problems are discovered which necessitate referral to another person or 
agency, this should be done and recorded. In the event of a readmission, some assessment 
must be recorded regarding the circumstances of prior discharge(s), attitude changes, and 
motivation. All notes must be signed. 

- A treatment plan must be developed as part of the intake process and should be thoroughly 
explained to the resident The plan should include both short- and long-term resident goals, 
the assignment of a primary counselor, a description of the type and frequency of counsel¬ 
ing services to be provided, a description of those additional supportive services required by 
the resident, and the number of urine specimens which must be given. This plan must be 
reviewed every 30 days. 

— A note should be written after each meaningful resident/counselor contact and should 
include the counselor's observations, problem(s) presented, resolutions proposed, and the 
approximate length of time spent with the resident. 

— Copies of referral forms should be included in the resident's folder. Specific reasons for 
referrals and information regarding the results of referrals should be obtained and docu¬ 
mented. 

— The results of counseling performed by any other person in the T.C. should be noted on 
the resident's chart, either by the resident's counselor or the staff member involved. 

— A resident's progress should be reviewed at least monthly and summarized. The treatment 
plan should be reconsidered in view of the progress and either altered or continued. The 
summary must include the resident's legal status (both criminal and civil), employment 
status, current drug use including alcohol, and any other current problems and their sever¬ 
ity. The monthly summary should reflect a composite picture of the resident's progress 
and not merely repeat entries made during the month. 

- The date urine specimens are scheduled to be given, are given, and the results must appear 
in the counselor's record. 

- If a client fails to keep a scheduled appointment (e.g., individual counseling, referral service 
appointment, etc.), it must be documented. 

It is suggested that a copy of the intake form be reviewed by the counselor prior to the initial 
resident interview. (See Exhibit 7 for sample intake form.) This form provides much of the information 
required in the admission note and eliminates duplicate processing. 


E. Treatment Regimen 

The therapeutic community may be part of a larger drug program, but for the purposes of this manual 
it will be considered as an independent unit which performs its' own intake and utilizes community 
resources for medical and supportive services (e.g., educational, legal, jobs placement). 

In discussing the treatment regimen, two methods of operation must be described; the first applies to 
the program in its infancy, when ail participants must be considered as new admissions; the second, to the 
fully implemented therapeutic community, where the initial "core group" of residents has begun to 
incorporate program concepts. Essentially, this section of the manual traces the resident from entry into 
treatment until completion or termination. 


10 



1. Intake 


Admission Interview—When an individual requests T.C. treatment, an appointment should be arranged 
to interview the applicant at the program. In the early stage of the T.C.'s development, the interview may 
be conducted by one or two counselors, accompanied by one or two residents. Once the program is fully 
implemented, the interview team could consist of two advanced residents and one counselor. The admission 
procedure is viewed as the first step in treatment. Therefore, the applicant must be prompt for his 
appointment and in a non-euphoric condition at the time. The purpose of the admission interview is to 
determine whether the therapeutic community is the most appropriate form of treatment for the applicant 
and to assure that the applicant understands the nature of the program, the program's expectations of him, 
and the fact that T.C. treatment may last from 6-9 months, depending on the resident's progress. During 
the interview, the admission team must get an initial personal history, medical history, and drug history 
from the applicant. 

Recommended admission criteria for a traditional T.C. are as follows: 

a. The candidate for treatment should be mature enough to accept therapeutic situations aimed 
at making him a responsible adult . 

b. The applicant should not be experiencing flashbacks, psychotic manifestations, or severe 
physical illness requiring immediate psychiatric or medical aid. 

c. The applicant must have previously abused or be currently abusing narcotics or other drugs. If 
an applicant is currently addicted, the T.C. offers him two choices for detoxification: either the T.C. will 
refer him to another program for methadone detoxification and then admit him into the residence upon 
completion of that procedure; or the applicant can detoxify "cold turkey" within the residence. 

d. Ideally, the applicant should enter drug-free residential treatment voluntarily as this places the 
responsibility for rehabilitation on the applicant, himself. However, it is recommended that T.C.'s accept 
parolees and probationers, as well. 

Once the applicant is deemed eligible for T.C. treatment, he must undergo a physical exam which in 
accordance with the Federal Funding Criteria (See Exhibit 1) must include the following tests: 

— complete blood count and differential 

— serologic test(s) for syphilis 

— urine screening for drug (toxicology) 

— routine and microscopic urinalysis 

— SMA 12/60 or equivalent 

— chest x-ray 

— Australian antigen, as appropriate 

— sickle cell, as appropriate 

— pap smear and gonorrhea, as appropriate 

— tetanus toxoid 

— EKG and biological test for pregnancy, as appropriate 

The intake physical should stress infectious disease, liver and cardiac abnormalities, dermatologic 
sequelae of addiction, and possible concurrent surgical problems. Most T.C.'s will find it more cost-effective 
to contract out for physical exams but should make sure that the examination results are carefully reviewed 
by a medical consultant. 

When the physical exam is completed, the applicant is admitted to treatment immediately. (If an 
applicant must make arrangements regarding family, employment, housing, etc., it may be wise either to 
delay admission or have the T.C. make these arrangements for him.) 

Once admitted into treatment, outside contact should be curtailed. Belongings should be searched, 
orientation arrangements made, and the intake data completed and orientation performed by a staff 
counselor. At a later stage of program development, orientation may be assigned to residents. At this point, 
the admission team reviews the intake information and the results of the physical in order to draw-up an 
initial treatment plan. According to the Federal Funding Criteria, the plan must include long- and short-term 
goals for treatment; assignment of a primary counselor; type and frequency of counseling services; and 
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supportive services needed. This plan must be documented and reviewed every 30 days. Likewise, it should 
be explained to the resident, 

2, Orientation for the newly admitted resident 

Depending on the number of new admissions accepted per week, orientation may be conducted in 
group or individual sessions. The counselor (or advanced resident) may show the new resident his living 
area, introduce him to other residents and staff, acquaint him with the facilities at time of admission. 
He is then assigned to a department (See Section E.3.b.-~Work Program) and is expected to participate in all 
regular program activities. 

During the first week, in addition to regular program activities, orientation sessions can be conducted 
daily in groups or individually, depending on the number of new residents. The purpose of orientation is to 
familiarize the new resident with the rules, procedures, activities, and concepts of the program. The pro- 
gram's expectation that each resident will share in treatment responsibilities as well as the work load must 
be explained. The drop out rate of residents in the first month of treatment is usually high. To reduce this, 
it is helpful to assign a more advanced resident as a companion and discourage the newcomer from 
“rapping" with other new residents who tend to influence each other negatively. 


3. Treatment 

In a T.C., treatment is a comprehensive concept which embraces therapy techniques, a work program, 
creative recreational activities designed to spur self-development, ancillary services (e.g., vocational, educa¬ 
tional and legal counseling and referrals), and community-imposed discipline and rewards. Each of these 
items will be dealt with in individual sections, but it is vital that the administrator appreciate how these 
separate items are connected. In a T.C., the daily schedule is the key to the integration of the six treatment 
components listed above. The schedule is a fact of life for T.C. residents. It structures their day, and its 
modifications reflect their progress. Planning the daily schedule is a major activity for staff and residents 
and, consequently, demands regular concentrated time and attention. In planning a daily schedule, selection 
of activities and hours can be flexible. But it is critically important that the schedule coincide as closely as 
possible with a normal work day. Within that framework, residents carry out regularly assigned jobs and 
participate in a predetermined number of therapy groups. Recreational activities should be reserved for 
evenings and weekends so the work day structure within the T.C. mirrors the outside community as 
accurately as possible. 

The following schedule is intended as a sample. 


Weekdays* 



6:30- 7:30 

Awaken, Dress, Straighten Room 


7:30- 8:00 

Breakfast 


8:00- 8:30 

Morning Meeting 


8:30-10:00 

Work Assignments 


10:00-10:15 

Break 


10:15-12:00 

Work Assignments 



or 

M-W-F 

10:00-11:30 

Encounter Therapy Group 

M-W-F 

11:30-12:00 

Informal Rap Session Involving All Residents 


12:00- 1:00 

Lunch and Relaxation 


*A portion of time must be set aside during each week for a randomly scheduled urine test. 
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1:00- 2:30 

Seminar- 

2:30- 5:00 

Work Assignments 

5:00- 5:30 

Free Time-Clean up for Dinner 

5:30- 6:00 

Dinner 

6:00- 8:00 

Free Time, Orientation for New Residents 

8:00- 9:00 

Evening Seminar 


or 

8:00- 9:30 

Encounter Therapy Group 

9:30-10:00 

Informal Rap Session Involving All Residents 

10:00-10:45 

Free Time 

10:45-11:00 

Quick House Cleaning Before Bedtime 


Rules and Recommendations, Re: Daily Schedule 

1. Residents must straighten rooms prior to breakfast. No resident may miss breakfast on weekdays. 
Promptness to meals as well as meetings or any activity must be enforced. 

2 ' Followin 9 encounter 3 rou P ther aPY sessions, whether held during the day or in the evenings, a brief 
period should be allowed for all residents to gather informally. Tensions, frustrations, and anger will be 
high in some instances, and the informal group offers a "cooling down" period. 

3 ‘ Whenever there is free time durin 9 the work day, residents should be encouraged to talk with one 
another. 

4. No sleeping is permitted during the day. 

5. Evening and weekend seminars should be lighthearted. 


9:30-10:00 
10:00-10:30 
10:30-11:30 
11:30- 1:00 
1 : 00 - 2:00 
2 : 00 - 6:00 
6:00- 6:30 
6:30- 8:00 
8:00- 9:30 
9:30-12:00 


Weekends 

Awaken, Dress, Straighten Room 
Breakfast 

Genera! Housecleaning 

Free time for personal matters: laundry, letter writing, etc. 

Dinner 

Free time (planned recreation, field trips, or receiving visitors for some residents) 
Supper 

Free time for T.V., relaxing, taking care of personal matters 

Seminar 

Free Time 


. o Th0Se residents who have earned P asses may utilize them during weekends (passes are explained fully 
in oection 3.f Rewards). The weekend schedule can be flexible to accommodate T.V. viewing sports 
interests, and outside activities. 


Therapy Techniques 


In general, five different types of therapy are conducted in a T.C.: morning meeting, supportive 
group or probe, relatives groups, encounter groups, and individual counseling. It is imperative that therapy 
be conducted by trained staff or, once the program is functioning for several months, by residents whose 
progress and understanding of group skills justifies assumption of this role. 

In accordance with the Federal Funding Criteria (See Exhibit 1), T.C.'s must conduct randomly 
scheduled urine tests once a week as part of their treatment regimen and have the results analyzed for 
morphine, methadone, cocaine, codeine, amphetamines, barbiturates, and other drugs, if indicated. (T.C.'s 
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probably will contract out to a private lab for urinalysis, but administrators should note that the lab used 
must comply with Federal and State proficiency testing programs. Additionally, urine results should be 
recorded in the resident's on-going progress notes and the notes should explain how the results are used in 

therapy.) 


i. Morning Meeting 

The purpose of the morning meeting is for staff and residents to become aware of the day's 
activities and appointments, to handle minor community problems, and to begin the work day in good 
spirits. It is comparable in daily life to reading the newspaper, having that last cup of coffee, and kissing the 
spouse good-bye. The "hidden agenda" of the morning meeting is to eliminate residents' excuses for missing 
appointments. In addition, valuable therapy time is not wasted on minor complaints if they are settled in 
the morning meetings. The entertainment portion forces people to develop self-confidence and come out of 
their shells. Furthermore, residents (and staff) are required to put aside individual facades. This exercise 

provides a vehicle to enhance interpersonal relationships. 

The staff member (or an older resident) in charge of the group appoints someone to read the 
program philosophy. The group leader reads the daily log of visitors expected and scheduled appointments 
for residents. Someone may summarize an important news item from the newspaper. 

The leader requests gripes. Residents mention minor complaints (e.g., the shower was left 
dripping, the sink was dirty, my socks are missing, etc.). Guilty parties are expected to confess. Admission 
of guilt in response to various complaints usually does not warrant any disciplinary action, but the guilty 
parties are expected to rectify the situation. 

Before closing the morning group (usually the final 10 minutes), volunteers are requested to 
tell jokes, sing a song, do a dance, or read a poem. Four or five people perform at each meeting. If a 
resident (or staff member) does not volunteer for two or three days, the group leader selects him to 
perform. Then, the group is adjourned. 


ii. Supportive Group or Probe 


The purpose of the supportive group or probe is to provide a structured oppottunity for 
clients to alleviate excessive guilt. The group meets twice a week, preferably in the evening, in a relaxed 
setting (dimmed lights, comfortable chairs). The discussion focuses on experiences from the past about 
which residents still feel guilt. Any group member may begin the session. Others in the group verbally 
identify with his experiences or give advice as to how to Handle the guilt feelings. Acceptance of tie 
person, regardless of his past behavior, is emphasized. Such material as homosexual activities (especially for 
people who have been incarcerated), mistreatment of relatives and friends, physical violence, feelings about 
self-image, etc., are discussed. No laughter or ridicule is allowed. Nothing said in the group can be repeated 
outside the group. No observers are ever allowed. All participants (especially staff) must be willing to 
expose their own feelings because onlookers and observers, even in a staff role, are destructive to the 
process. It is often useful to have one group per week for all residents and to divide the second so that 
males and females are separated and may express their concerns more freely. In the supportive group or 
probe, individuals are encouraged to develop a sense of conscience; therefore, the goal is not to eliminate all 
guilty feelings, but to gain insight into feelings so that excessive and crippling guilt may be reduced. 

The supportive group is a potent therapeutic tool and should not be attempted without a 
trained leader who is thoroughly versed in its conduct and experienced in nonjudgmental counseling. The 
group leader's experience is stressed because implementing a supportive group can be difficult. The leader 
must recognize when the group is off-target and re-focus it, must be able to elicit participation from passive 
members, and must understand when the group exhausts a subject and subtly redirect it to anothei topic 
about which the group may have some concern. 


Hi. Relatives Group 

The purpose of this group is to orient families to the program, its concepts, rules and regula¬ 
tions, and to help families learn about more constructive ways of dealing with the resident. 
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The relatives group is a weekly evening session conducted by a staff member for residents' 
relatives and close friends but it excludes the residents themselves. The group affords the family/friends 
opportunities to ventilate hostility or anxiety about the resident and/or the program without interfering 
w, th the residents' treatment. Problems concerning residents' demands on the family and methods for 
dealing with these are material for this group. This is a vital effort since the resident will soon return to his 
family and friends who may be instrumental in his rehabilitation. 

iv. Encounter or Confrontation Therapy Group 

The encounter or confrontation therapy group is an essential too! in the T.C. and should be 
scheduled three times weekly. The group encourages catharsis by allowing residents to verbalize hostile 
feelings through shouting and profanity or other acting-out mechanisms. The group serves as a vehicle for 
behavioral change during which residents describe how each other's negative behavior is perceived and 
demand that changes be made regarding those aspects that are unacceptable to them. 

The encounter therapy process has three elements: 1) direct confrontation about behavior or 
attitudes; 2) provision of information regarding changes that can be made; and 3) "patch-up" to assure that 
the individual understands that the particular behavior, not the person, is unacceptable. 

Encounter groups should be led only by counselors with strong directive abilities since they 
serve as the catalyst for group interaction. The group leader must steer the group toward real issues and 
understand various techniques for this kind of control. (For example, if one group member attempts to 
take control, the leader must be skilled enough to confront him about his behavior, or arouse the group to 
question the member's tactics, or distract the group with another issue.) In addition, the leader must be 
abIe t0 recognize and halt encounters that are unproductive or detrimental. For effective encounter groups, 
it is helpful to maintain as consistent a composition as possible. The group gains strength as members come 
to know each other and no longer rely on forced issues. For this reason, the introduction of strangers (new 
residents) into an on-going group is not recommended. In general, encounter groups establish two rules: 1) 
violent actions are prohibited; and 2) no outside discussions about the group are permitted. 

Staff should be cautioned about admitting residents whose patterns for dealing with problems 
are personally destructive. Experience has demonstrated that residents with histories of substantial amphet¬ 
amine abuse often fall into this category. 

v. / ndividuai Counseling Therapy 

lf individual counseling is deemed necessary, it may occur at any time, day or night. As some 
T.C. s emphasize group therapy, formalized individual counseling sessions are unnecessary. In addition, 
individual counseling may weaken the impact of group therapy, and therefore many T.C/s discourage it. 
Whether individual counseling is a formalized structured aspect of treatment or handled "as needed," the 
program's treatment policies should be adhered to and progress notes must be made. 

b. Work Program 

A T.C.'s work program consists of assigning residents to jobs in the various departments (House¬ 
keeping, Seminar, Acquisition, Kitchen, Business Administration, Public Relations, Expediting, et a!.), 
which are developed to occupy the residents constructively and assist in the smooth, daily operation of the 
community. Departments may be changed as the T.C.'s needs dictate. For example, a new T.C. might want 
to establish a Renovation Department and later replace it with a new, more appropriate department. 

Although the jobs keep residents busy, teach certain job skills, and prove financially rewarding to 
the program, these issues are secondary to the main purposes of the assignments: namely, to teach individ¬ 
uals how to relate to others, give and take directions, and assume responsibility for their resocialization. 
The conflicts that arise, when discussed in groups, provide a means for residents to gain self-awareness. 

The procedure for assigning jobs should be constantly reassessed, remembering that while residents 
may be adults, they are adults who are unable to handle their lives responsibly and need to learn how. It is 
as damaging to a resident to receive responsibility for which he is not yet ready as it is to receive a privilege 
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he cannot yet handle. A system for the individual to handle gradually increased responsibility and authority 
is more beneficial, initially , it is a staff responsibility to make job assignments in one of the established 
departments, based on residents' needs and potentials, and to supervise the performance of those duties. As 
treatment progresses, responsible residents are appointed department heads and assume supervisory roles. 
Whenever possible, a staff member oversees the department and advises the department head to assure 
continuity of procedure. 

Workers are assigned to various tasks and have their performance closely supervised by the depart¬ 
ment head. When a job is done incorrectly or incompletely, the department head demands that it be done 
correctly. Workers are not assigned tasks in isolation, but in small groups whenever possible. There will be 
numerous conflicts due to the job assignments and residents working together. These produce valuable 
material for group confrontation sessions. 

i. Housekeeping or Service Department 

The purpose of this department is NOT to train people to be janitors but to teach people to 
work together responsibly and to follow directions. This is the logical department to which new residents 
are assigned. A resident is promoted from this position based not on his housekeeping skills but on his 
ability to follow directions without hostility and on indications that he is able to handle increased responsi¬ 
bility. 

The department head assigns a few workers to sweep floors daily, wash and polish floors as 
needed, wash windows and walls, and take responsibility for arranging furniture and equipment for any 
special activities. The Housekeeping or Service Department is responsible for keeping coffee cups and 
ashtrays clean and for cleaning bathrooms and offices, as well as ali other areas of the facility. The members 
of this department thereby assume the responsibility for the discipline of other residents concerning 
cleanliness of the facility. 

ii. Seminar or Creative Energy Department 

The purpose of the Seminar Department (Creative Energy Department) is multifold. It serves 
to expand the residents' horizons; it is educational; and it develops poise and self-confidence in public 
speaking and in daily life. As many staff as possible should participate with residents in this department. 
This accelerates the getting-acquainted process and serves to break down staff-resident harriers. Initially, a 
staff member will be important in assisting the department head with developing seminar schedules. Later, 
this function can be totally assumed by the residents. 

The department head is responsible for arranging and occasionally presenting one or two 
seminars daily. Other residents assist the department head in planning and presenting seminars. Those 
residents who are reluctant to speak in groups or have difficulty verbalizing should be assigned to this 
department. Presentations can include consumer education, health care, poetry, literature, etc. and may be 
given by guest lecturers, staff, or residents. Other topics that can be presented by residents in the depart¬ 
ment include various program rules, news items from the daily paper, discussions of the Synanon or Daytop 
books, debates on any topic, mock speaking engagements, charades, grab bag speeches, and role playing of 
job interviews and making dates. 

iii. Acquisition Department or Hustling Crew 

The purpose of this department is to develop the "self-help" concept and a sense of family 
unity within the program. The resident gains self-esteem when the outside community responds with 
approval. 

In executing the responsibilities of this department, all department heads notify the head of 
Acquisition Department about program needs such as food, clothing, furniture, and books. The Acquisition 
Department makes contacts in the community with supermarkets, department stores, and other local 
outlets for contributions and makes arrangements to pick up donated items. The Department is also 
responsible for writing prompt thank-you notes for all donations. 
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iv. Kitchen Department 


The purpose of this department is not to train chefs and kitchen helpers but to teach people 
to work together responsibly and to develop self-confidence. The kitchen is unique in that all residents 
evaluate the results of that department three times a day and are usually vocal about any errors that are 
made. Workers learn to function responsibly in the face of criticism. 

The department head is responsible for preparing all meals and for maintenance of the 
kitchen. The department head must plan menus, assign workers to the various tasks involved in preparing 
and serving the meals, and supervise clean-up and care of equipment The department head is responsible 
for teaching his workers to cook and may be responsible for ordering supplies and keeping inventory. 

v. Business A dministration Department 

A resident is appointed to this department after having demonstrated a high degree of respon¬ 
sibility in performing the job assignments described above. It is a suitable assignment for those residents 
who lack confidence in their ability to organize and express themselves on paper. This department prepares 
and types program correspondence and internal memos. I n addition, the department types material needed 
by other departments such as requisitions for supplies, schedules, etc. The department head is responsible 
for assuring a smooth work flow and supervising the quality and quantity of work. 

Among other lessons learned from this department is how to function within a business-like 
setting, since much of the work is interdepartmental and requires coordination, and how to organize time in 
order to accomplish a list of assignments varying in length and difficulty. 

vi. Public Relations Department 

This department is suitable for those residents who have already acquired a certain degree of 
organizational and business skill but are in need of more self-confidence and poise. The public relations 
department can prepare a regular weekly or monthly newsletter about program activities, handle speaking 
engagements, publicity, drug education for schools and community agencies, hours of the program for 
interested citizens, etc. Also, this department can compile basic statistics about program participants for 
brochures, budget justifications, etc. Public Relations serves as liaison between the program and other 
community agencies and the criminal justice department (for those T.C/s accepting parolees and probation¬ 
ers). 

The department head must develop and coordinate these functions, and must closely supervise 
the workers as, in many instances, this will be the first opportunity for on-going contact outside the T.C, 
Public Relations provides an excellent opportunity for residents preparing to re-enter the community to 
test their ability to handle the pressure accompanying that move. 

vii. Expediting Departmen t 

The Expediting Department is responsible for coordinating all departmental activities, for 
providing initial orientation regarding job assignments to all newcomers, for rotating residents through 
departments, and for reporting the status of all departments and individuals to the administrator. Expedit- 
ors facilitate the smooth operation of all departments, are responsible for knowing the status of all 
individuals and departmental units, and are also responsible for reporting all significant occurrences to the 
appropriate staff. This department places considerable stress upon its workers and therefore is reserved for 
fairly advanced residents. 

c. Creative Recreational Activities 

In a T.C., recreational activities are confined to evenings and weekends and strive to duplicate the 
leisure pastimes of the outside community. For this reason, arts and crafts activities (often associated in 
residents' minds with institutional care) are downplayed. Rather, the T.C. encourages small groups (five 



residents or less) to attend a movie or play, tour a museum, etc. Occasional activities for the entire 
community such as a picnic or sport are organized, but these are considered special events. Administrators 
may be approached by volunteers who offer to arrange painting classes or other craft activities in a similar 
vein. If the offer is accepted, it is important that the classes occur in the evenings or on weekends so that 
the work day schedule is not interrupted. 

d. A ncillary Services 

As the T.C. is geared toward total rehabilitation of its residents and their successful reintegration 
into society, it is crucial to provide ancillary services, either in-program or by referral. (The Federal Funding 
Criteria require that legal, educational, and vocational services be provided, and if achieved through referrals 
to outside agencies, these agreements must be documented. In addition, the T.C. must have a formal, 
written agreement with a community hospital for provision of emergency, in-patient and ambulatory 
medical services.) Program staff, staff of other agencies, or volunteers may be utilized to provide seminars 
or courses on specific subjects or to work with selected individuals. While residents are in the early phase of 
treatment, such topics as money management, sex education, family planning, etc., are appropriate. As the 
resident progresses, educational and vocational exploration should begin. Clinical indications for this would 
be measured on an individual basis, granting human and program flexibility. Once the resident is nearing 
this re-entry phase, by giving evidence of vocational or educational readiness, referrals can be made to the 
in-house specialist (e.g., jobs development counselor) or outside educational and vocational rehabilitation 
institutions. In all cases, frequency and type of service provided must be recorded by the residents' primary 
counselor and followed up. In addition, results and/or problems incurred must, likewise, be documented by 
the counselor. 

e. Disciplinary Measures 

T.C/s utilize a variety of learning experiences to expedite behavioral change (e.g., Synanon is re¬ 
nowned for shaving heads of residents who failed to abide by program regulations). Many T.C/s have 
modified the severity of the learning experience but continue to follow the principle that immediate action 
is required following any deviation from acceptable behavior. In imposing discipline, it is important that a 
variety of different learning experiences be utilized so that each has an element of surprise and, therefore, 
carries an impact. These could include giving a stern lecture, demotion to a less responsible job, assigning 
the wrong-doer a seminar topic to present at the next morning meeting, or issuing signs or symbolic objects 
to be worn. These techniques often incorporate the use of ridicule to change the inappropriate behavior. 

It may be necessary to use termination from treatment as a disciplinary measure. If the terminated 
resident seeks readmission, he must reapply for admission in the usual manner. Usually, criteria for readmis¬ 
sion are based on the program's knowledge of the individual and are, therefore, more stringent than the 
normal admission criteria. 

f. Rewards 

Rewards in terms of outside visiting privileges or passes are incentives tor responsible behavior and 
serve as useful steps towards gradual re-entry to the community. As a general rule, T.C/s permit no outside 
contact during the first six weeks of treatment. After the sixth week, a resident may make a formal request, 
through his primary counselor, to the treatment team for permission to write a letter to his family. If the 
family replies, the resident may then request permission to telephone the family. Over the next few weeks, 
requests may be made and permission given for letters, then calls, to girl friends and boy friends. If the 
resident continues to respond positively to treatment, he may be allowed to shop in the neighborhood 
accompanied by another resident, then by himself. Next, the resident may request a visitor. At first, all 
visits must take place in the presence of another resident. The purpose of this regulation is to place some 
restraints on the initial visits so that the resident does not become unduly upset. Once he feels comfortable 
with visiting, he may do so in the residence, unaccompanied. After three months in the T.C., a resident may 
request permission to visit his home for a few hours accompanied by another resident. Again, if he is able 
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to handle the home environment, he can visit by himself. After four months of successful response to 
treatment demands, the resident may request overnight passes for home visits which may be extended to 
weekend overnight privileges. In essence, rewards are milestones for residents which concretely mark their 
progress and motivate them to return to the community. 

4. Re-entry 

When the resident has participated effectively in the T.C. for 120 days, plans must be made for him to 
re-enter society. Re-entry is a major and critical phase of treatment. It is important that the resident make a 
gradual transition from the "in-treatment" status to that of being an independent citizen. The re-entry 
phase serves as a testing ground to determine whether the resident has incorporated the concepts and values 
of the program sufficiently to become a productive, responsible citizen. Re-entry provides the "real-life" 
situations while offering program support to help the individual adjust to an environment with which he 
actually has little positive experience. 

Typically, a resident will feel that he is ready for re-entry before the staff reaches that same conclusion. 
In order to gain approval for re-entry, the resident must prepare a plan outlining specific goals that he will 
pursue during the re-entry phase (e.g., employment in a specific field, job training leading to a specific 
position, enrollment in an educational program). The plan is discussed by the resident with his primary 
counselor and then presented by the counselor to the treatment team. In evaluating a resident's progress 
and determining his readiness for re-entry, the treatment team should consider whether the resident has 
consistently displayed responsible behavior and whether he has received maximum benefit from in¬ 
residence activities. The team must also evaluate whether the resident's plans are realistic and feasible for 
him. 

Once the resident's plans meet with the team's approval, the resident begins the first step of re-entry. 
He is excused from most program activities to pursue his outside endeavors. These may consist of full- or 
part-time employment and/or full- or part-time school or training depending upon his needs and abilities. 
He relinquishes his job responsibilities and title within the T.C. but continues to reside there, abide by all 
program regulations, and participate in selected program activities. Program involvement during re-entry 
may include participating as a leader in some encounter groups and occasional seminars, being available as a 
role model to other residents, and participating in counseling sessions geared to re-entry. 

When he has demonstrated the ability to handle his new responsibilities and freedom, with satisfactory 
performance at work and school, appropriate handling of alcohol, and adequate participation in the pro¬ 
gram, he moves into the second stage of re-entry: residing outside the program. His commitment should 
then consist of regularly scheduled returns to the T.C. to continue in re-entry counseling groups. 

If the individual experiences serious difficulties at any point in the re-entry process, he should be able 
to return to in-residence status and to resume intensive treatment without the stigma of "failure." 

When the resident has shown a satisfactory adjustment to re-entry over a period of a few months, he 
may be considered as a candidate for graduation. 

5. Graduation 

Graduation signifies the completion of treatment and the commencement of a new phase in the 
participant's life. It should be a formal activity and may involve one or more participants. A ceremony, 
diplomas or certificates, etc., are appropriate. 


Graduation Criteria 

1. Gainful employment or status as a student in good standing. 

2. Established residence outside the T.C. 

3. Savings account in a bank. 

4. Re-entry counseling completed. 

5. Indications of having stabilized well (e.g., good family relationships, pride in employment). 
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A graduate may continue to visit the T.C. and participate in occasional activities. It is expected that 
participation will taper off as the graduate establishes relationships external to the T.C. While he continues 
to return, he should be treated with respect by residents but will have no designated position within the 
program. 

6. Follow-up 

A formal written follow-up evaluation should be conducted after one year through a personal interview 
with the graduate. If possible, a yearly written questionnaire or personal interview should be conducted 
thereafter. The follow-up interview can also serve as a mechanism for an internal evaluation of the program. 
As mentioned earlier, critical self-evaluation and receptive response mechanisms are crucial to a philosophi¬ 
cally and functionally sound T.C. 

7. Termination 

As a therapeutic community must provide consistent discipline, program rules should be firmly upheld. 
Three violations which should warrant immediate termination are: 

1. Any drug or chemical abuse. 

2. Any physical violence or threat of physical violence. 

3. Any sexual activity within the program. 

Termination may result from other violations, depending on the circumstances. It is not appropriate to 
transfer a resident to another drug treatment facility as a disciplinary action. 

8. Drop-Out 

A resident should be considered as a drop-out when he leaves the community against program advice. 
The T.C. should retain the individual on its rolls no longer than 24 hours after departure. At the time of 
departure, the individual either should take his belongings or donate them to the program. A re-entry 
member living in the community but failing to comply with his commitment should be considered a 
drop-out after two weeks. A drop-out should not be allowed to visit or participate in program activities on 
an informal basis but may reapply for admission in the usual manner. 

9. Transfer 

Transfers are appropriate when another mode of treatment appears more suitable for the individual 
than the treatment offered by the T.C. When the treatment team believes that the resident requires a 
different treatment mode, this insight should be communicated to the resident and a transfer arranged. 
Intake data, treatment plan, and progress notes should be sent to the new program and, if feasible, a T.C. 
staff member should accompany the resident to the new program for the initial visit. 
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IV Summary 


In conclusion, the administrator should remember that this manual offers guidelines and not laws, 
although it is consistent with the Federal Funding Criteria. 

Throughout this document, there has been an attempt to support the administrator's decision-making 
role. The Federal government, likewise, acknowledges the importance of this stance. For this reason, a 
formal procedure is available to administrators to express disagreement or request exceptions to the current 
criteria. When administrators believe that it is in the best interests of the resident to seek such a change, 
they should send a written request to: 

Director 

Division of Community Assistance 
National Institute on Drug Abuse 
11400 Rockville Pike 
Rockville, Maryland 20852 
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FEDERAL FUNDING CRITERIA FOR TREATMENT SERVICES* 


The contractor/grantee, as an independent contractor/grantee 
and not as an agent of the Government, shall provide the 
necessary facilities, material, services, and qualified per¬ 
sonnel to furnish treatment and rehabilitation to drug depen¬ 
dent persons in accordance with the following: 

1- The contractor/grantee shall provide and operate or shall 
engage subcontractor/affiliate to provide and operate 

suc h t _ (modality) , as may be appropriate, 

st a site or sites to Fe approved by the Government. 

2. Criteria to be used for patient admissions and terminations 
shall be established. 

3. All facilities shall be maintained in a clean, safe, and 
attractive condition and in accordance with appropriate 
local, state and Federal codes and other law T s. 

4. Appropriate furnishings for a (modality) 

shall be provided. 

5. At intake, an initial personal history, medical history, and 
drug history must be taken. It is important to conduct 
this intake process as rapidly as possible so that clients 
are not discouraged from pursuing treatment. An intake 

not exceeding three days is optimal. The purpose of taking 
a medical and drug history is to immediately identify the 
client experiencing flashbacks, psychotic manifestations 
and/or severe physical illness requiring immediate psy¬ 
chiatric or medical care. Only when this information is 
collected and reviewed can the program be reasonably 
assured of preparing the best possible treatment plan for 
the client. It is in this context that a complete personal, 
medical, and drug history is essential for all treatment 
modalities. 


*For the following treatment modalities: Outpatient Methadone, 
Residential Methadone, Residential Drug Free, Outpatient Drug 
Free, and Day Care Drug Free. 

Programs having difficulty complying with any of the Federal 
Funding Criteria should request technical assistance from 
their Program Development Specialist, Division of Community 
Assistance, National Institute on Drug Abuse, 11400 Rockville 
Pike, Rockville, Maryland 20852. 
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6. At intake a. physical examination and laboratory examination 
shall be performed by qualified personnel. Programs shall 
perform physical examinations on clients as soon as possible 
after entering treatment but no later than 21 days. 

The physical examination shall be detailed in the treat¬ 
ment plan. It is particularly important that residential 
drug free programs perform physical examinations as 
soon as possible because of the possibility of infectious 
diseases and the close client contact. If the residential 
program has an induction phase, it is recommended that the 
physical examination be performed during this time period. 
This criterion is not meant to supercede FDA regulations 
requiring a physical examination at intake. The minimum 
for a physical and laboratory examination may consist 
of the following: 

a. Physical examination stressing infectious disease, 

pulmonary, liver, cardiac abnormalities, dermatologic 
sequelae of addiction and possible concurrent surgical 
problems. 

b. Complete blood count and differential. 

c. Serologic test(s) for syphilis. 

d. Routine and microscopic urinalysis. 

e. Urine screening for drugs (toxicology). 

f. SMA 12/60 or equivalent. 

g. Chest X-ray. 

h. Sickle cell, as appropriate. 

i. Australian antigen, as appropriate. 

j. EKG and biological test for pregnancy, as appropriate. 

7. Each new admission or readmission shall be interviewed 

by a mental health professional. Mental health professional 
is defined as ”a person who, by virtue of training and 
experience, is capable of assessing the psychological and 
sociological background of a client to determine the 
optimal treatment plan.” The staff shall take a complete 
personal history: family; education; vocation; legal 
and related areas; drug history, including kinds of 
drugs abused and when begun, prior treatment attempts; 
and any other relevant information. The admission inter¬ 
view is regarded as the first step in treatment for all 
treatment modalities. The purpose of the admission 
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interview is to determine whether the selected mode of 
treatment is most appropriate for the client and to ensure 
that the client understands the nature of the program and 
the program 1 s expectations of him. Again, our primary 
concern is that enough information is exchanged between the 
client and the program to ensure that the best possible 
treatment plan is designed for the client in light of his 
treatment needs and the program 1 s expectations. (Note: 

Where a Central Intake Unit (CIU) provides the intake 
screening, it is the responsibility of the program to 
which the referral is made, to develop the individual treat¬ 
ment plan for each patient after careful review of the records 
and an interview with the client.) 

Individual treatment plans shall be revieived and redeter¬ 
mined by the treatment team no less than every 90 days for 
outpatient programs. For all other modalities, the individual 
treatment plan shall be reviewed and redetermined every 30 
days. Evidence of this review shall be recorded In each 
patient 1 s medical record. Every treatment plan must include 
documented evidence of: 

a. A statement of short and long-term goals for treatment 
generated by both staff and client. 

b. The assignment of a primary counselor. 

c. A delineation of the type and frequency of counseling 
services to be provided. 

d. A delineation of those supportive services needed by 
the individual patient. 

8. The program shall designate a medical director who must 

take medical responsibility for the program and be licensed 
in the jurisdiction within which the program exists. 

He shall ensure that the initial evaluation is appropriately 
performed and that the medical needs of individual patients 
are periodically assayed and that, when appropriate, emergency 
medical services are provided. It is the responsibility of 
the medical director to determine what emergency medical 
equipment and supplies are needed in order to deal with 
possible overdoses and other medical emergencies. Medical 
services, in general, should be provided through city or county 
medical facilities. Provision of s*' n h services is not the 
program f s responsibility. 

For those patients receiving prescription medication (other 
than methadone), through the program, contact with a program 
physician is required at least once every four (4) weeks or 
more frequently, depending on patient needs. 
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9. A formal written agreement must exist between the program 
and a licensed hospital or hospitals in the community for 
provision of emergency, inpatient, and ambulatory medical 
services as appropriate. Such services will not be paid 
for under this contract/grant. 

10. At least five hours per week of professional, mental health 
consultation per 100 patients must be provided. The 
purpose of this consultation is to review selected cases 
and to provide assistance to staff in patient management 
or referral for psychiatric services. 

11. A variety of counseling techniques may be utilized in, 
individual, family or group counseling sessions conducted 

by trained personnel under the supervision of an appropriately 
qualified professional. In any group counseling, the size 
of the group shall, in general, range between 5 and 15 
individuals. In outpatient methadone and outpatient drug 
free programs, each patient shall have available to him 
a minimum of 3 hours per week of counseling. In residential 
drug free, residential methadone, and day care drug free 
programs,a minimum of ten hours per week of formalized 
counseling shall be available for each patient. These 
counseling guidelines should be considered minimum for 
planning purposes; however, the actual counseling time 
allotted should be based upon individual client needs. 


12. The following supportive services must be provided: 


a. Education* 


b. Vocational counseling and training* 

c. Job development and placement* 

d. Legal services* 

To the maximum extent possible, programs shall utilize 
community resources. Documentation of any agreements to 
provide the above services must be obtained. If any 
program can adequately demonstrate inability to obtain 
the requisite supportive services, it may submit a formal 
request for the direct provision of these services. 

13. The following procedures must be observed for urine sur¬ 
veillance except for outpatient drug free: 

a. Urine specimens from each patient must be collected 

under appropriate supervision on a randomly scheduled 
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basis at least once a week and analyzed for morphine, 
methadone, cocaine, codeine, amphetamines, barbiturates, 
as well as other drugs if indicated. Breath analysis 
is acceptable for a1coho1 testing where appropriate. 

Laboratories used for urine testing must comply with 
all state and Federal proficiency testing programs. 

Uiine testing results shall be used as a diagnostic tool 
and in patient management and in the determination of 
patient treatment plans. Patient records shall 
reflect the manner in which test results are utilized. 

Provision for urine testing of outpatient drug free 
clients should be made, and. used by program staff as 
appropriate. 


14, 


15, 


Every patient sh 
an education pro 
ful employment a 
120 days ; or in 
program, not lat 
Any exception to 
be recorded and 
have the right n 
however, they sh 
element of the t 


all be encouraged to enroll in either 
gram, a job training program or gain- 
s soon as appropriate, but not later than 
the case of a referral from a residential 
er than 60 days after the date of transfer 
this requirement shall 


in every instance, 
s record. Clients 


justified in the patient ’ ___ 

ot to become involved in these programs; 
ould be encouraged to do so as a basic 
reatment plan. 


Each program shall estab1ish a foilow-up policy which 
encourages a schedule of minimum contact available for 
discharged patients. 


Each program shall establish a patient record system to 
document and monitor patient care. This system must 
comply "with all state and Federal reporting and con¬ 
fidentiality requirements. 

An effort must be made to gear the program’s hours of 
operation to meet client needs. For outpatient 
treatment programs, consideration should be given to 
those clients who are employed and consequently must be 
able to visit the clinic outside of working hours. Clients 
who are not employed or involved in school or training 
programs are expected to schedule other activities around 
clinic hours. The traditional 9:00 a.m. to 5:00 p.m. 
work day regimen is not adequate for outpatient treatment. 
In fact, in clinics with large client populations, twelve- 
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hour clinic operations may prove necessary. However, the 
minimum hours of operation shall be maintained. 

a. Outpatient Methadone --no less than 7 days per week: 

5 days per week at 8 hours per day (in all cases at 
least 2 hours must be outside 9 a.m. - 5 p.m.) and 

2 days per week at 4 hours per day. 

b. Residential Methadone and Residential Drug Free 
7 days per week, 24 hours per day. 

c. Outpatient Drug Free -- no less than 6 days per week: 

5 days at 8 hours per day (in all cases at least 2 
hours must be outside 9 a.m. - 5 p.m.) and one day at 
5 hours. 

d. Day Care Drug Free -- 6 days at 10 hours per day. 

e. Central Intake Unit -- 5 days per week at 8 hours 
per day. 

18. Residential methadone and residential drug free programs 

must provide a minimum of 3 meals per day per patient. Day 
care drug free programs may provide one meal per patient 
per day. 


19. All programs which use methadone for detoxification and 
maintenance treatment must comply with the regulations 
of the Food and Drug Administration and also must function 
in compliance with all other relevant Federal and state 
regulations and guidelines. 


Exceptions to" tlie underlined criteria, when in line with 
patient needs, may be granted by your Program Development 
Specialist, Division of Community Assistance, National 
Institute on Drug Abuse, 11400 Rockville Pike, Rockville, 
Maryland 20852. Exceptions to other criteria will be made 
by: Director, Division of Community Assistance, under the 
advisement of the Clinical Review Board. 
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FEDERAL FUNDING CRITERIA FOR TREATMENT SERVICES 
CENTRAL INTAKE UNIT 


I he contractor/grantee, as an independent contractor/grantee 
and not as an agent of the Government, shall provide the 
necessary facilities, materials, services, and qualified 
personnel to provide central intake services to service 
delivery systems which furnish treatment and rehabilitation 
to drug dependent persons in accordance with the following: 

A* The contractor/grantee shall provide and operate or 
shall engage a subcontractor/affiliate to provide and 
opei ate a Central Intake Unit (CIU) at a site approved 
by the Government. 

B* fhe contractor/grantee shall require that each participate 
ing program submit criteria to be used for admissions and 
terminations. 

C. The contractor/grantee shall make available a Central 
Intake Unit to provide uniform, standardized initial 
patient orientation, multi-phasic health screening and 
referral to an appropriate treatment modality for new 
and readmitted patients. 

D. The CIU shall provide at least the following and such other 
items of patient care as may be prescribed by the Government 

1. A central intake facility for patients to remain open 
no fewer than 5 days per week, and no fewer than 8 
hours per day. 

2. A facility maintained in clean, safe and attractive 
condition and in accordance with appropriate local, 
state and Federal codes and other laws. 

3. Appropriate furnishings for a central intake facility. 

4. At intake, an initial personal history, medical history, 
and drug history. 

5. At intake a physical examination and laboratory 
examination performed by qualified personnel. 

Physical examination stressing infectious diseases, 
pulmonary, liver, cardiac abnormalities, dermatologic 
sequelae of addiction and possible concurrent surgical 
problems. 
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Laboratory examination, including the following: 

a. Complete blood count and differential 

b. Serologic test(s) for syphilis 

c. Routine and microscopic urinalysis 

d. Urine screening for drugs (toxicology) 

e. SMA 12/60 or equivalent 

f. Chest X-ray 

g. Australian antigen, as appropriate 

h. Sickle cell, as appropriate 

i. Pap smear and gonorrhea culture, as appropriate 

j. Tetanus toxoid, as appropriate 

k. EKG and biological test for pregnancy, as appropriate 

6. Services of a medical director licensed in the jurisdic¬ 
tion within which the CIU exists. He shall insure that 
the initial evaluation is appropriately performed and that 
medical needs of individual patients are properly assessed 
and treated/referred, as appropriate. Medical services 
shall include initial diagnostic work-up, identification 
of medical and surgical problems for referral to other 
treatment facilities, and review of patient's records. 

The physician should, when appropriate, request a copy 
of the patient's previous medical records and forward 
them to the appropriate treatment center. 

7. A formal written agreement between the CIU and a licensed 
hospital or hospitals in the community for provision of 
emergency, inpatient and ambulatory hospital services as 
appropriate. Such services will not be paid for under 
this contract/grant. 

8. Interview of each new admission or readmission shall be per¬ 
formed by a mental health professional or by a qualified intake 
counselor under the supervision of the former. The intake staff 
shall take a complete personal history--family, education, 
vocation, legal and related areas, drug history, including 
kinds of drugs abused, when begun, and prior treatment 
attempts. The staff shall then present the various 

treatment modalities available for the patient. After 
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discussing these in light of the patient's particular 
situation (including the results of the physician's 
evaluation), a treatment modality shall he selected by 
mutual agreement with the applicant and the appropriate 
referral made. 

9. A patient index of all drug dependent individuals referred 
for treatment through its screening and referral unit must be 
maintained. This index shall be updated by the participating 
agencies as transfers to other programs and termination occur. 

10. The CIU must have the capability of referring a drug dependent 
individual with duplicate intake records to an appropriate 
treatment modality within 48 hours. 

11. Uniform intake procedures must be established so that it will 
not be necessary for programs which receive patients from the 
CIU to duplicate services. 

12. Urine surveillance according to the following procedures: 

Urine specimens from each patient must be collected 
under appropriate supervision during the intake 
process. The specimens must be analyzed for morphine, 
methadone, cocaine, codeine, amphetamines, barbiturates, 
as well as other drugs if indicated. Breath analysis 
is acceptable for alcohol testing. 

Laboratories used for urine testing must comply with 
all state and Federal proficiency testing programs. 

If methadone is to be administered at the Central Intake 
Unit, the CIU must comply with the regulations of the 
Food and Drug Administration and also must function in 
compliance with all other relevant Federal and state 
regulations and guidelines. 

F. Each CIU shall establish an approved patient record-keeping 
system adequate to fulfill state and Federal reporting 
requirements. 

G. Each CIU shall establish and have evidence of formal 
agreements between the CIU and community-based drug 
treatment programs, documenting the program's agreement to 
utilize the CIU for patient intake functions and not to 
duplicate those functions; and to accept only patients who 
have been processed through the CIU. 
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H. Each Gill shall define: The procedures by which applicants 
shall be oriented to available treatment options; the 
decision-making process for determining recommended 
referral; the decision-making process for "mutual agreement" 
between applicants, programs, and CIU staff regarding 
referral; and procedures for meeting the needs of patients 
referred to the CIU for rescreening and re-referral to a 
more suitable modality or program. These shall be subject 
to state and Federal approval. 
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Exhibit 2 

RESIDENTIAL DRUG-FREE 



Drug-Free Residential Community Budget 


A, Personnel 



Administrator 

$ 15,000 


Secretary 

$ 8,000 


One Supervisory Counselor (in-residence) 

$ 12,000 


Eight Counselors at 9,000 each 

$ 72,000 


TOTAL 

$107,000 


Employee Benefits 10% 

$ 10,700 


Total Personnel Costs 

$117,700 

$117,700 

B. Consultants 



Psychiatric (3 hr/wk @ 40/hr) 

$ 6,240 

$ 6,240 

C. Travel 



Local for staff (auto & upkeep) 

$ 3,200 


Local for clients 

$ 728 

$ 3,928 

D. Equipment 

$ 7,220 

$ 7,220 

E. Intake Medical Examinations 



1.8 dynamic to static capacity X 



30 clients X $75 per exam 

$ 4,050 

$ 4,050 

F, Other 



Utilities & Communication 

$ 4,800 


Rent ($300/month) 

$ 3,600 


Renovations 

$ 10,000 


Food ($2,20/client/day) 

$ 24,893 


Training 

$ 500 


* Laboratory Services Contract 

$ 4,680 



$ 48,473 

$ 48,473 

Total Cost of Program with 30 client 



static capacity 

$187,611 

$187,611 

♦Because of the low volume of tests, it is assumed that 30 tests per week will be conducted at a cost of $3.00 per test. 

The total cost per client year is $6,254. 
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FREE RESIDENTIAL COMMUNITY 



Counselor 































Sample Job Descriptions 

A. Supervisory Counselor 

Position Controls: 

Incumbent works under the direct supervision of the administrator. The supervisor is available for 
assistance on unforeseen problems encountered. Work is reviewed for adequacy and compliance with 
instructions and available guidelines. 

Duties and Responsibi/ities: 

Supervises counselors in day-to-day client management. Independently assesses training needs of 
supervised staff and provides necessary training where feasible, in other instances, will report training needs 
to supervisor. Orients new personnel. 

Conducts and/or provides individual or group therapy. Acts as therapy supervisor for counselor 
and provides on-going training in this area. 

Along with the administrator, formulates therapy policy and participates in the revision. Acts as 
program supervisor in absence of the administrator. 

Coordinates the drop-out and reentry programs and recreational activities within the program. 
Receives progress reports of same. Conducts treatment meetings in the absence of the administrator. May 
represent program in community meetings. 

Attends professional meetings and conferences as approved by the administrator and performs 
other duties as assigned. 

B. Counselor 

Position Con troIs: 

Receives general technical and administrative supervision from supervisory counselor. Assignments 
are well-defined and on-the-job training is given to develop counseling skills. Supervisor is available for 
assistance on unforeseen problems with instructions and available guidelines. 

Duties and Responsibilities: 

Collects supplemental information on designated clients using families, previous employers or 
co-workers, social and drug histories, and other sources as indicated for effective rehabilitation. Conducts 
orientation session for newly admitted clients. 

Records all client activity at intervals designated by program policy. Maintains data on clients in 
organized, we!(-documented fashion and submits such documents to supervisory counselor for periodic 
review. 

Prepares individual treatment plans for clients upon intake, revising these when necessary. Evalu¬ 
ates treatment plans at least every 30 days. 

Can initially establish and, if assigned, supervise the day-to-day functioning of a departmental unit. 

Advises supervisor of problems encountered in caseload management and recommends various 
approaches (e.g., increased privileges, increased counseling, disciplinary measures). Presents these in weekly 
treatment team meetings. 

Participates in group and individual counseling, using supervisory counselor as resource for prob¬ 
lem clients. 

Communicates with other members of treatment staff continuously about significant behavior of 
all clients. Documents all contacts and/or contacts of other staff with clients. Is very observant of clients' 
behavior. 

Attends professional conferences and meetings as directed. 
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Participates in urine surveillance assignments, submits urines upon request, and performs other 
duties as assigned. 

C. Counselor Aide or Beginning Counselor 

Post tion Con trols: 

Receives close technical and administrative supervision from an experienced counselor. Assign¬ 
ments are well-defined and on-the-job training is provided. Supervisor is available for assistance on unfore¬ 
seen problems encountered. Work is reviewed and periodic discussions are conducted by supervisor as a part 
of incumbent's training. Guidelines include policy and procedural guides, and clinical case records and 
reports. 

Duties and Responsibilities: 

As directed by experienced counselor, may interview newly admitted clients and record data. 
Observes orientation groups for new clients, gradually assuming responsiblity for these groups. 

Receives in-service training in interviewing techniques, program policies and procedures, and other 
areas to be applied in assignments. Participates in group and individual therapy as part of this training. 

Establishes superficial relationships with clients designated as desirable by supervisor. Begins to 
utilize standard client management techniques as recommended by supervisor and as fit into program 
policy. 

Performs other duties assigned and receives increased responsibility as indicated. 

D. Vocational Rehabilitation/Job Development Counselor 

Position Controls: 

Works under the general supervision of the supervisory counselor. Technical supervision may be 
available from centralized vocational rehabilitation unit or the city vocational rehabilitation department. 
Work is reviewed by supervisory counselor and administrator. 

Duties and Responsibilities: 

Collects available social, educational, economic and vocational information on the resident which 
can be used in securing suitable employment. Contacts employment and social/civic service agencies in 
seeking employment for the resident. Is responsible for follow-up contact with prospective employers, and 
provides counselors with follow-up information. Conducts employment adjustment sessions with residents 
(e.g., resume preparation, promptness, etc.) to instruct them in applying for, winning, and maintaining a job. 

Maintains good public relations and participates in team conferences and training with community 
agencies and focal employment offices. 

Maintains accurate records for statistical purposes of number of residents referred by counselors, 
number of residents referred to various agencies, employment retaining rates among residents, etc. Provides 
these to supervisory counselor upon request. 

Keeps records collected on intake and updated periodically of employment needs, previous 
employment records, apprenticeships and skills of all clients, training needs, etc. 

Participates in treatment team meetings. 

Performs other duties as assigned. 

E. Social Worker 


Position Controls: 

Works under direct supervision of supervisory counselor. Participates in intake interview. Elicits 
social history information. Conducts relatives group and seminars for residents on specific topics as appro¬ 
priate. 


46 




Duties and Responsibilities: 


Coordinates all treatment functions with outside agencies and screens inter-agency communica¬ 
tions from counselor to these agencies (e.g.. Division of Vocational Rehabilitation, Department of Public 
Welfare, hospitals, etc.). Initiates or supervises initiation of referrals for clients and follow-up. 

Attends professional meetings and conferences as approved by administrator. 

Participates in treatment team meetings. 

Performs other duties as assigned. 
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Exhibit 5 


SAMPLE TRAINING AIDS 


Therapeutic Community Training 


Philosophy and Concepts 

Behavioral and Attitudinal Changes 

Self-help 

Self-awareness 

Love and concern 

Truth and honesty 

Staff/client relationship 

Roles and Responsibility of Staff 

Roles and Responsibility of Residents 
Therapy 

Individual sessions 

Purpose and types of material handled 
Group sessions 

Purpose and types of material handled 
Morning or community meeting 
Seminars 

Encounters or therapy groups 
Supportive groups or probes 
Family therapy or Relatives groups 

Recreation 

Educational Opportunities 

Vocational Rehabilitation 

Free Time 
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Client Management 


Objectives: — To provide forum for discussion of program policy regarding client management. 

— To provide staff with basics of effective management tools for addicts in treatment. 

Points for Discussion: 

A. Intake process 

1. Elements 

2. Duration 

3. Staff 

B. Client assignment and orientation 

C. Recordkeeping 

1. CODAP Standards 

2. Individual program policy 

D. Client types 
Anger 

Discussion points: 

1. Angry clients are often resistant to their own feelings. 

2. Carefully structure questions about the source of the anger. Otherwise, client may 
become further infuriated. 

3. Attempt to point out area where client has directed immediate anger and deal from there. 

4. Do not try to get at all causes of anger—especially if some have already been expressed. 
This minimizes those problems. 

5. Do not give client the impression that you are avoiding his behavior. 

Fear 

Discussion points: 

1. Avoid giving unsolicited advice. 

2. Try to get client to explore feelings about a given situation. 

3. Time your responses; avoid premature, investigating questions. 

4. Explore possibilities to resolve conflict. 

Anxiety 

Discussion points: 

1. Use approach that is sensitive to client's feelings. 

2. Make responses emphasize sensitivity to feeling rather than content of conversation. 

3. Attempt to continuously get information which adds to material already discussed. 

4. Deal in the here and now if information about the past can be gathered later. 

5. Avoid trying to resolve issue during the first interview. 
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E. Counseling 


1. Individual 

a. Assist client in taking risks. Help him discard old familiar ways of responding because he 
thinks they are safe. 

b* Avoid stereotype labels. These allow the client to shift responsibility for his actions to the 
condition the label implies (i.e., dependent). 

c. Assist clients in identifying his own faults instead of encouraging him to identify to 
society's. 

d. Avoid comparisons (husband-wife; brother-sister, etc.) These allow the client to maintain 
a poor concept of himself and come out second best. Another excuse for irresponsibility. 

e. Define client's fears with him. Do not allow him to bring up previous defeats as a motive 
for not venturing ahead. 

f. Avoid (whenever possible) argumentative episodes with the client. He may often use this 
defense to prevent you from probing deeper areas. 

g. Discourage client from blaming his past for his present behavior. 

h. Attempt to define various client-defenses (i.e., clients with marital problems are often 
engaged in numerous activities to avoid admitting they may be lonely). 

i. Note positive behavior. 

j. Discard illusion that only you have problems. 

k. Develop alternatives. 

l. Avoid false accusations. 

2. Groups (Residential setting) 

a. Encounter 

- Utilizes confrontation (attack) approach. 

— Emphasizes behavior occurring in the here and now. 

~ Anger is openly expressed and dealt with. 

— Leader assumes directive role. 

b. Non-authoritarian (Tavistock Model) 

—- Forces members to assume responsibility; no "leader" scapegoat. 

— Content centers around here and now. 

- Leader assumes unattainable role, responses are limited to interpretations, provides 
little overt direction to the group. 

— Not strongly recommended for new admissions. 

c. Supportive 

— Soft pedals hostility, anger and anxiety. 

~ Emotions are accepted, atmosphere is one of openess. 

— Leader is compassionate, empathetic, directive; may even defend certain members. 

“ Recommended group type for amphetamine abusers. 

d. Re-entry 
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Exhibit 6 


SAMPLE COUNSELING RECORD 





Sample Counseling Record 
PROGRESS NOTES 


NAME: Jane C. Doe _ ID. NO.: 392_ 

ENTRY DATE: 11/29/72 


Date Appt. Scheduled 


11/29/72 

12/10/72 at 

10:30 A.M. 

Mr. Jones, Vocational 
Rehabilitation 

Jane C. Doe, a 33-year old white female, states that she has been 
abusing heroin since 1965 and has attempted to detoxify in several 
programs in Mew York City. She moved here one year ago after 
splitting with her husband. She now lives with her mother and two 
children. Ms. Doe is having problems with her current living situation 
(fights constantly with mother), and is unable to find or hold a job 
that interests her. Since her prior attempts at detoxifying and re¬ 
maining drug-free on her own have failed, Ms. Doe feels residential 
drug-free would help her. She has just completed the 21 day detox 
program at Memorial Hospital. She is familiar with T.C.'s in Mew 
York and seems to have a good understanding of what T.C. treat¬ 
ment is about. Furthermore, Ms. Doe's mother is willing to keep the 
children during her time here so she is free to begin as soon as 
possible. 

Treatment Plan 

Twice weekly supportive groups 

Daily orientation group for first week 

Urine twice weekly 

Relatives group for mother once a week 

Individual counseling once a week 

Emphasis on vocational rehabilitation (first appointment with 

vocational rehabilitation specialist on 12/10/72). Will work inten¬ 
sively in this area. 

First confrontation group set for 2 weeks from now (12/15/72). 

Depending on reaction, will participate twice a week. 

Initial assignment to Housekeeping Dept. 

Short-term goals: vocational assessment and job training. 

Long-term goals: Working out problem with mother and children 

so she can responsibly care for children. 

Spent 1 hour with Ms. Doe. 

James Harris 

11/30/72 


Ms. Doe moved into the residence today and began an orientation 
group at 11 a.m. Mrs. Faulkner has been assigned to her as a big 
sister and will introduce her to her duties in the housekeeping de- 
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partment. Ms. Doe will participate in a supportive group this evening 
which \ will conduct. She expressed her commitment to treatment, 
but may be using it to escape her mother and children. Spent 25 
minutes with Ms. Doe. 

James Harris 


Ms, Doe appeared very frightened in the supportive group, but did 
manage to talk about her sense of responsibility and feeling of 
resentment toward her children. After her description, the group 
devoted about 15 minutes to her problem and suggested that one of 
her major reasons for entering the T.C. was to escape her responsi¬ 
bilities in that area. Ms. Doe's mother is scheduled to participate in a 
relatives group this week and the group leader is going to raise the 
same issue with her. 

Ms. Doe requested a half hour this afternoon to discuss her 
feelings toward her children. I plan to give her that time. 

After talking to Ms. Doe about her children, it appears that a 
great deal of work has to be done here. We decided to work it out in 
the group as far as possible and will not get involved on an individual 
basis for at least another two weeks. 

James Harris 


In the Relatives group tonight, Ms. Doe's mother said that she felt 
Ms. Doe entered the T.C. to avoid her and the children. The mother 
said Ms. Doe was irresponsible about the children and that the chil¬ 
dren would be much better off without her. The mother's hostility 
was very apparent and it appears she has undermined Ms. Doe's 
authority and role with her children. 

Ms. Doe likes the Housekeeping Department and according to 
the department leader is very conscientious about her duties there. 
She avoids extensive contact with the other residents and prefers to 
tA/nrk h\/ hprcplf THp Hpnartmpnt Ipadpr is omrlnaffv nushina her to 


work with the others by making her part of a two man team with an 
older female resident. 

Ms. Doe continues to be obviously uncomfortable in the group 
setting and, unless directly confronted, will not react to what is 
happening. The group has picked up on this and is beginning to 
focus its attention on her non-participation. 

Urine taken today. 

James Harris 


Ms. Doe is responding to her team partner's efforts to draw her out 
during housekeeping although she continues to behave in a passive 
way. 

During the group tonight, Ms. Doe reacted strongly to constant 
I questions by crying and eventually screaming at the other group 
members. She accused them of treating her like her mother and 
pushing her around. She blamed her mother for her need to use 
: heroin and stated that her mother broke-up her marriage and is 
stealing her children from her. The group responded by asking her to 






describe how her mother did this. Ms. Doe discussed her life for the 
next 15 minutes. Feelings of worthlessness and inability to control 
what happened to her came out. Her aggressive attitude turned into 


ings by describing their past experiences with overbearing mothers 
and then talked about how they overcame their own lack of self¬ 
esteem by standing-up to others in less emotionally significant rela¬ 
tionships. The group suggested that Ms. Doe begin by resolving to 
speak out during housekeeping and give her opinion on how to 
approach certain tasks. Ms. Doe tried to apologize for her outburst 
but the group refused to take it. Ms. Doe was confused by this but 
said it made her happy, although she didn't know why. 







CENTRAL MEDICAL INTAKE FORM I 
Patient Routing Card 


Patient name: . ^ 

CM I Counselor 


— —— — — —» 1 . L J . 

CM 1 Date 

□ Voluntary 

□ CJS □ Transfer 


□ Complete New or Re 

□ Partial Re 

□ Annual P.E, 

D Clerk 

□ Clerk 

□ Clerk 

□ Blood 

□ Urine (drugs) 

□ Blood 

□ Urine (Complete) 

□ Rx update 

D Urine (Medica 

□ Medical Rx 

□ P.E. update 

□ Medical Rx 

Q Chest X-ray 

□ Other 

___ □ Chest X-ray 

□ Physical exam 


__ Physical exam 

□ Footprint 


L.J Footprint 

□ Interview 

D Interview 

□ Interview 


□ I.D. Card 


□ I D Fit 







CENTRAL MEDICAL INTAKE REPORT FORM III 
MEDICAL HISTORY REPORT FORM 


Patient Name: . .....————- Client No. 

YES NO HAVE YOU EVER HAD: 

___ ___ Anemia or Blood Disease (Sickle Cell Disease) . 

_ __ Cancers or Tumors . 

__ __ Rheumatic Fever . 

__ _ Heart Disease .. .. 

_ __ Varicose Veins . 

_____ _ Phlebitis or Infected Veins . 

__ ___ Tuberculosis ... 

___ ____ Pneumonia or Pleurisy .... 

___ ___ Asthma . .. 

__ Hay Fever . 

.__ _ Sinus Trouble . 

__ ___ Allergy to Drugs or Foods . 

___ ___ Hives ... 

„__ __ Dermatitis or Skin Disease .... 

___ _ Eye Infection . 

__. ___ Blindness . 

____ Color Blindness . 

__ _ Deafness or hearing loss . 

____ __ Seizure disorders or epilepsy . 

__ ___ Severe back disease . 

__ ___ Arthritis or Joint Disease . 

__. _ Stomach ulcers or ulcer disease . 

_ ___ Gall bladder disease . 

___ __ Diabetes . 

___ ___ Thyroid disease ... 

__„ _ Syphilis — date_________ Where treated____„ 

___ ___ Gonorrhea . 

__ . Hepatitis . 

. . Hypertension or High Blood Pressure .. 

____ __ Malaria ... 

___ ___ Kidney disease . 

__ ___ Typhoid fever ... 

___ ___ Gout... 

___ ___ Hemorrhoid ... 

What other diseases not on this list have you had: 

1 .___ 

2 .____ 

3 . _ 

4. .. 

When did you have your last regular physical examination- 

When did you last see your dentist--——- 

Where are your most recent medical records __— -— - —— 

Are your teeth in good repair currently —-- - -- - - - 

Do you wear eye glasses or contact lenses _ __________ 

Do you need new eye glasses ____—_—— -—--- 


04 






































Patient Name-Client No. 


How many times have you been hospitalized_ 

For more than 24 hours (include all operations, OB & GYN) 


Name Hospital 

Date .. 

Disease 

Name Hospital 

- ., Date 

Djcaase 

Name Hospital . 

. Date 

Disease 


Name Hospital --— Date _ Disease 


Indicate Health Status: Excellent_ 

__ Good Fair _ 

Poor 

Name of personal physician or clinic 

Address 


Telephone 

Medicaid No. 

Card Color 


Hospitalization No. 




HAVE YOU RECENTLY: 

Yes No 

_ _ Had a sore tongue. 

- — Had “fever sores". 

- _ Had difficulty swollowing .. 

- _ Had excessive gas. 

- — Had abdominal pain . .. 

- _ Been constipated often .. 

- — Had diarrhea frequently ... 

_ _ Had blood in your bowel movements . 

— — Had black bowel movements . 

- — Had light gray or white bowel movements . 

— — Had burning or discomfort when you urinate. 

— — Had very dark (green-brown) urine . 

- _ Had stiffness, swelling or pain in your joints .. . 

_ _ Had frequent or severe headaches . 

- — Had persistent numbness or weakness any place in your body 

- — Had dizziness or light-headedness . 

-—~ — Had unsteadiness in walking or balance . 

- — Had difficulty falling or staying asleep . 

- — Felt tired after having enough sleep .. 

- — Had difficulty remaining awake during usual waking hours . 

_ _ Felt excessively tired or weak .. 

_ _ Had any trouble with skin sores . 

— _ Had excessive itching ............. 

_ _ Gained or lost 5 pounds of weight or more . 

- _ Had any chills or fever . 

_ _ Had any difficulty with your vision .. 

- — Been troubled with double vision ................. 

- — Had a buzzing or ringing in your ears .. 

—— _ Had severe nose bleeds . 

_ _ Had difficulty breathing through either side of your nose 


65 

































Patient Name_____ Client No. 

HAVE YOU RECENTLY (continued) 

Yes No 

_ _ Had any hoarseness . 

__ _ Had a bad cough . 

-_„ ___ Had night sweats . ..... . . . . 

_- ___ Felt short of breath easily ... 

___ __ Noticed anything unusual about your heart beat ........... 

__ _ Had pain in your chest .... 

__. __ Had hand swell ... 

__, _ Had cramps while walking . ..... 

__ _ Had a loss of appetite ... 

_ _ Had nausea or vomiting .... . . . 

___ __ Had bleeding gums .. 

_ Do you have unusual thirst or hunger .. . . . 

__ __ Had feet or ankles swell ... 


Yes No Don't Know 

. . .. Are you very shy or sensitive . .... 

_ ___ __ Are your feelings easily hurt . 

_ _ . Are you easily restless . 

__ _ __ Are you nervous or "keyed up" most of the time . 

_ __ ______ Is it difficult for you to relax ... 

_ _ _ Are you easily irritated and upset .. ... . . 

_ ___ _ Are you often depressed or blue . 

_ _ _ __ Do you cry easily.. 

_ _ . Do you have any unusual fears .... 

__ ___ ___ Have you had nightmares . 

_ _ ___ Do you worry very much ... 

_ _ _ Do you regard yourself as being nervous ... 

_ ___ ___ Have you ever been examined or treated for a nervous illness . 

_ ._ _____ Have you ever had a nervous breakdown ... 

___ __ . Are there any sexual matters or difficulties you would like to discuss. 

___ __ Have you been married more than once .. . . . . 

__ __ __ Do you have any work problems which produce emotional stress .. 

__ __ ___ Do you enjoy school work . 

__ __ _ Do you enjoy on-job-training ... 

I hereby give my consent for the following: 

1. A physical examination 

2. A blood test for blood chemistries and syphilis 

3. Urinalysis to screen for abnormalities and drug content 

4. Chest X-ray 

5. Pregnancy test (female only) 

I also understand that if my syphilis test or X-ray indicate the presence of communicable disease, the 
results will be released to the Department of Public Health for further confidential follow-up. 


Signature and Date 







































FOR FEMALES ONLY 


Patient Name:„_ __ Client Nn 

Age of your first period__________ 

is your period regular ____________, 

Period occurs every________________ 

Usual flow: Normal____ Heavy ___ Light ___ 

Has there been an: Increase { ) Decrease ( ) in flow recently 

Date of last normal period _ __________ 

Are you tensed or irritable before or during periods _____ 

Have you, within the past year, had vaginal bleeding other than at the time of your period _____ 

Are you or do you think you are pregnant __________ 

Age of first pregnancy , Number of living children _ _________ 

Date of Birth ___ ________ 

How many Abortions_ __ Dates . Miscarriages ____ Dates 

Stillbirth__ Dates __________ 

Do you fee! you have an unusual amount of vaginal discharge or itching ___ 

Note: If you have ever been treated for a female disorder or been told you had any trouble with your 

female organs list here __ 

Do you have hot flashes_____ 

Have your breasts recently changed in size_________ 

Have you recently had any breast discharge__________ 

When was your last pelvic (GYN or Vagina!) examination _____ 

Are you on birth control pills ________________________ 

What kind of pill____ How long ______ 

PROGRAM ON METHADONE IN MOTHERS AND INFANTS 


Patient Name: _______ Referred hy _...__ 

ID No. ---—_____-- Date of referral .. ______ 

Date of Birth.__ Marital status ( ) M ( ) D ( ) Sep. ( ) W ( ) S 

Address^------ with whom living .____ 

Telephone: Home_ _ Work _____ 

For Emergency Contact_____ 

Name Phone 

Employment current ( ) Yes ( ) No Date begun _____ 

Highest grade completed.._.. .Medicaid { ) Yes ( ) No ( ) Eligible 

Other Insurance________ 

Length Heroin use_length present habit _____ other drug use __ 


clinic patient attends_ 

Counselor____ Nurse ___ 

Treatment received: Meth. Maint. . Detox ___Other _____ 

Date Rx begun „ ____ ended ___ 

Prenatal care at clinic ___ Hospital ___ Private 

None-Date begun_ 


Name 


Patient to deliver at_ 

Expected date of confinement 
Referred to_ 
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RULES AND REGULATIONS 


Title 31—Food and Drugs 

CHAPTER III —SPECIAL ACTiON OFFICE 

FOR DRUG ABUSE PREVENTION 
PART 1401—CONFIDENTIALITY OF DRUG 
ABUSE PATIENT RECORDS 
In the Federal Register of November 
IT, 1972 (Vol. 37. No. 223. paces 24636- 
24639). a new Part 401 was added to 
Title 21 of the Code of Federal Regula¬ 
tions entitled ‘‘Confidentiality of Drug 
Abuse Patient Records." 137 CFR 401). 
This part was promulgated as an inter¬ 
pretative regulation to deal comprehen¬ 
sively with both substantive and proce¬ 
dural problems which had arisen under 
section 408 of Public Law 92-255 (21 
UJS.C. 1175). the Drug Abuse Office and 
Treatment Act of 1072. 

By order published in the Federal 
Register on September 24. 1973 <38 FR 
26111), Part 401, Chapter III of Title 21 
of the Code of Federal Regulations was 
redesignated as Part 1401, Chapter III 
©f Title 21 and §§ 401.01 through 4Q1.73 
therein were redesignated as 1401.01 to 
1401.73, respectively. Accordingly, all 
references and changes herein relate to 
the numbered sections as redesignated 
rather than the numbered sections as 
originally published. 

To provide-information necessary to 
aid the Director of the Special Action 
Office for Drug Abuse Prevention in de¬ 
termining whether this regulation 
should be amended, revoked, or reissued, 
interested persons were invited to submit 
written data, view's, and arguments. Nu¬ 
merous comments, suggestions, and rec¬ 
ommendations were received from, pro¬ 
fessional and other organizations and 
individuals as well as known authorities 
in the field of drug abuse treatment and 
rehabilitation. Without exception, the 
comments supported the underlying 
policy of protecting the privacy M pa¬ 
tients in federally authorized or sup¬ 
ported drug abuse prevention programs 
as a necessary step in reducing the inci¬ 
dence of drug abuse in our society. 

_ The Special Action Office has given 
Serious consideration to all of the com¬ 
ments, suggestions, and recommenda¬ 
tions. Many of them could not be adop¬ 
ted without changes in section 408 of 
the act. Several were based on a miscon¬ 
struction of the regulations and re¬ 
quired no changes. Others Raised ques¬ 
tions regarding certain sections of the 
regulation which required clarification or 
changes. The Director has determined 
that all of the amendments, which are 
hereinafter set forth, are necessary or 
.desirable in furtherance of the Govern¬ 
ment's policy of securing the privacy of 
patient records as an important part of 
Its program of minimizing the adverse 
social consequences of drug abuse. 

A summary review of the comments 
and recommendations and the action 
taken with respect to each are set forth 
below, followed by the lull text of the 
regulation as revised. 

1. Definition of drug abuse prevention 
function . Through inadvertence, the de¬ 
finition of “drug abuse prevention func¬ 
tion authorized or assisted under provi¬ 


sions of the act or any act amended by 
the act" as appearing in I 1401.01 of the 
regulations, embraced only those pro¬ 
grams which U) are conducted by an 
agency or department of the United 
States Government,or (2) are conducted 
by virtue of a license, permit, or oriier 
authorization from any such agency or 
department. It was intended that tills 
definition also should include any drug 
abuse prevention function which is sup¬ 
ported by any agency or department of 
the. United States pursuant to Federal 
law. Section 1401.01 is so amended. 

2. Definition of medical personnel. 
Under § 1401.01(g) the definition of 
"medical personnel" includes ohysicians, 
nurses, psychologists, counsellors, and 
supporting clerical and technical per¬ 
sonnel. A recommendation has, been 
made that this definition be clarified 
with respect to social workers and staff 
members in training positions. Section 
1401.01(g) has been amended to make it 
clear that these persons are included in 
the definition, as well as to explicitly in¬ 
clude financial and administrative per¬ 
sonnel such as those processing insur¬ 
ance claims directly related to treatment. 

3. Definition of records. Section 408(a) 
provides that: "Records of the identity, 
diagnosis, * 0 *” are to be kept confi¬ 
dential, The comment has been made 
that this section does not refer to “com* 
municatlor>G*‘ and the question has been 
raised as to whether communications 
and other types of Information were in¬ 
tended to be protected against unau¬ 
thorized disclosures. While it is true that 
section 408 does not refer to "communi¬ 
cations," it is obvious that the policy of 
the section would be defeated if drug 
treatment personnel were allowed to dis¬ 
close communications cr other unre¬ 
corded information received from the 
patient, whether or not they were per¬ 
mitted to disclose the records based upon 
such communications. Any other inter¬ 
pretation would defeat the principal ob¬ 
jective of section 408 in attempting to 
.encourage drug addicts to volunteer in a 
drug treatment program. We have con¬ 
strued section 408 as applying not only to 
“records” but also to all communications 
and other information releting to the 
patient’s identity, diagnosis, prognosis, or 
treatment in a federally authorized or 
supported drug abuse prevention activity. 
Therefore, if information would be 
treated as confidential if recorded, it 
should receive the same protection if not 
recorded. Paragraph (h) of § 1401.01 has 
been added to express this interpretation. 

4. Applicability prior to March 1, 1972, 
An inquiry' has been received as to 
whether section 408 applies to records in 
existence prior to the publication of the 
regulations or the enactment of the sta¬ 
tute. Section 408 of P.L. 92-255 applies to 
records “maintained in connection with 
the performance of any drug abuse pre¬ 
vention function authorized or assisted 
under any provision of this act or any 
act amended by this act.” This is imple¬ 
mented by I 1401.02 which makes sec¬ 
tion 408 applicable to records made on or 
after March 21, 1972, the date of enact¬ 


ment of P.L. 92-255. Therefore, provi¬ 
sions of section 408 would apply to any 
records of a patient generated after 
March 21, 1D72. Also, they would apply 
to all records of a patient generated prior 
to March 21, 1972, provided he was an 
active participant In a treatment pro¬ 
gram on that date and such participa¬ 
tion represented a single continuous pro¬ 
gram. Therefore, the record of a patient 
actively participating in a federally au¬ 
thorized or' supported drug abuse pre¬ 
vention program on March 21, 1972. 
should be considered as confidential in 
its entirety even though part of it was 
generated immediately prior to that date. 
Section 1401.02(a) of the regulations is 
amended to clarify this point. 

5. Disclosure to governmental person¬ 
nel for purposes of obtaining benefits. 
Section 1401.23 provides for disclosure 
with the patient’s consent for the pur¬ 
pose of obtaining public benefits. A rec¬ 
ommendation has been made that limita¬ 
tions should be set upon the nature and 
extent of the information legitimately 
needed to qualify for benefits. In effect, 
the patient already has the right to*limit 
the extent of disclosure for purposes of 
obtaining these benefits. Section 1401.06 
limits disclosure to information neces¬ 
sary In the light of the need or purpose 
for the disclosure and under § 1401.21, 
the patient in granting consent, must 
specify the type of information to be dis¬ 
closed. In view of the restrictions in these 
two sections, no further limitations are 
deemed necessary in § 1401.23. 

8. Disclosure in connection with judicial 
or administrative proceedings . Section 
408(b)(1)(B) permits a patient to con¬ 
sent to disclosure to governmental per¬ 
sonnel for the purpose of obtaining bene¬ 
fits to which the patient is entitled. 
Numerous questions have been raised 
concerning the authority of a patient to 
consent to a disclosure in a judicial or 
administrative proceeding which involves 
an issue relating to a patient’s claim, 
benefit, or a right to which the patient 
is entitled. Under § 1401.24, similar dis¬ 
closures are authorized in connection 
with parole, probation, or suspension of 
prosecution. To clarify this question, a 
new paragraph (d) has been added to 
§ 1401.23. This section provides that 
whenever a patient is entitled to any 
claim or other benefit which is an issue 
in any judicial or administrative pro¬ 
ceeding and some part or all of Ins drug 
abuse record is relevant to, and necessary 
in support of, such claim or benefit, such 
patient may consent to disclosure of his 
record to the extent needed to support 
such claim or other benefit. When any 
such disclosure is authorized, the court, 
administrative tribunal, or other govern¬ 
mental body or official should be alerted 
as to the need to maintain confidentiality 
and to avoid, to the extent practicable, 
any further disclosure of the record or 
the patient’s identification. 

7. Evaluation of employment d&ta for 
purposes of rehabilitation. Section 408(b) 
Cl) (B) of Public Law 92-255 (21 U.S.C. 
1175(b) Cl) (B)) permits disclosure with 
the patient’s consent “to government 
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personnel for the purpose of obtaining 
benefits to which the patient is entitled/’ 
Section 201 of the Act contains an ex- 
press finding that U>e success of Federal 
drug abuse programs and activities re¬ 
quires a recognition that education, 
treatment, and rehabilitation are inter¬ 
related. Section 103(b) defines "drug 
abuse prevention function” as any pro¬ 
gram relating to education, training, 
treatment, rehabilitation or research and 
includes “any such function even when 
performed by an organization whose pri¬ 
mary mission is in the held of drug traffic 
prevention functions or is unreia'ed to 
drugs.” The Director of the Special 
Action Office lias determined that em¬ 
ployers, employment agencies and em¬ 
ployment services which nave demon¬ 
strated their willingness to assist in the 
employment of persons who are present 
or past patients in a drug abuse treat¬ 
ment or rehabilitation program are per¬ 
forming an essential drug abuse preven¬ 
tion function. Section 1401.26 now pro¬ 
vides that an evaluation of patient’s 
progress or status in a treatment program 
may be furnished to an employer but only 
after the patient has been employed or 
has been accepted for employment. This 
section Is now r revised to permit limited 
disclosures to employers and employment 
agencies and services which have agreed 
to assist such patients, both present and 
past, in obtaining gainful employment. 
Disclosure Is permitted only with the 
patient's consent and is limited to an 
evaluation of such patient's status or 
progress in treatment or rehabilitation 
program. Section 1401.26 is amended 
accordingly. 

B. Consent of a minor patient to dis¬ 
close to parents . Two questions have been 
raised concerning the disclosure of the 
records of a minor patient to his parents. 
The first question concerns the authority 
for such disclosure. The second question 
Inquires a & to whether a minor patient 
is authorized to give consent. The answer 
to the first question is set forth in 
§ 1401.26(b) of tile regulations. This sec¬ 
tion provides that information in the 
nature of a general evaluation of a pa¬ 
tient’s. present or past status in a treat¬ 
ment program may be furnished to mem¬ 
bers of the patient’s family it, in the 
judgement of a qualified physician or 
counsellor, such Information would be 
helpful in the treatment or rehabilita¬ 
tion of the patient and the patient makes 
a written request that such information 
be furnished. It should be noted that tills 
provision is limited to the disclosure of 
a mere evaluation of the patient’s status 
or progress in a treatment program and 
also can only be done if requested by the 
minor. 

Regarding the second question, 
whether a minor would have authority to 
consent to disclosure where otherwise 
permitted, the answer to this question 
would depend upon local law in view of 
the fact that section 408 establishes no 
specific rule on the question. Of course, 
If the minor is considered Incompetent 
under local law, consent can then be 
rendered by a guardian or conservator or 


if deceased by his personal representa¬ 
tive as provided In § 1401.04. However, 
tills would apply only in cases where dis¬ 
closure is otherwise authorized with pa¬ 
tient’s consent under section 408 or the 
regulations. 

Neither of these comments require any 
change in the regulations since they have 
been dealt with already to the extent 
permissible under law. Therefore, no re¬ 
visions are considered necessary. 

9. Health and other insurance claims . 
There have been numerous instances in 
which patients, or former patients iu a 
drug abuse prevention program, have en¬ 
countered difficulty in supporting their 
claims for reimbursement or payment 
under health or other insurance arrange¬ 
ments or programs under which they are 
beneficiaries. A major cause of this dif¬ 
ficulty is attributable to the reluctance of 
drug abuse programs to disclose the nec¬ 
essary information from the patient’s 
record to support the claim notwith¬ 
standing the fact that any such pay¬ 
ment or reimbursement is directly re¬ 
lated to the patient’s treatment, which 
is part of the definition of “drug abuse 
prevention function” in section 103(b)- 
of Public Law 92-255. Therefore, in order 
to clarify the law governing records per¬ 
taining to such claims, a new § 1401.27 
has been added specifically authorizing 
» limited disclosure of information in a 
patient's record with his consent to the 
extent necessary to support a claim for 
payment or reimbursement under a 
health or other insurance program for 
the benefit of the patient and under cir¬ 
cumstances in which such claim is re¬ 
lated to the performance of a drug abuse 
prevention function, i.e., treatment or 
rehabilitation. 

10. Disclosure to a registry . Section 
1401.43 of the regulations permits dis¬ 
closure among programs and to a registry 
serving such programs. It has been sug¬ 
gested that the regulations should spell 
out the extent of supervision necessary 
for the maintenance of a registry. Other¬ 
wise, it has been argued, the potential 
for abuse of a centralized listing of per¬ 
sons so closely affiliated with illicit be¬ 
havior could undermine the basic policy 
of confidentiality in section 403. Section 
1401.43 Is intended to permit the opera¬ 
tion of a central intake facility to prevent 
simultaneous registration in more than 
one methadone program and to assure 
that potential patients are made aware 
of vacancies in any participating pro¬ 
grams. Such a registry' is simply an ex¬ 
tension of the treatment program and 
since the registry is prohibited from 
making any disclosure except as author¬ 
ized under section 408 and the regula¬ 
tions, there is adequate protection of the 
privacy of patients against unauthoiized 
disclosures. Moreover, the information 
which can be collected or retained by 
such a registry is strictly limited to that 
which is necessary to the performance of 
its functions. Therefore, the Special Ac¬ 
tion Office deems it unnecessary to spec¬ 
ify additional limitations at this time. 

11. Research, audits and program eval¬ 
uations, Referring to the fact that sec- 
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ticn 408(b)(2) (B) authorizes disclosure 
without the consent of the patient to 
‘’Qualified personnel” for tne-purpose of 
conducting scientific research, manage¬ 
ment or financial audits or program eval¬ 
uations, it a as noted that § 1401.44 of 
the regulations does not offer any guid¬ 
ance os to what persons come under the 
classification of “Qualified personnel.’' 

"Qualified personnel” under section 
408(b) (2) (B) of Uie act applies prin¬ 
cipally to two groups. The first group in¬ 
cludes personnel making management 
or financial audits and program evalua¬ 
tions. Except in special circumstances, 
these functions would be performed only 
by Federal, State, or local governmental 
licensing, regulatory, or accrediting 
agencies which have oversight or other 
official responsibility with respect to such 
functions. The second group includes 
personnel conducting scientific research 
or evaluations. This group would include 
principally individuals, groups or organi¬ 
zations having primary responsibility for 
the collection, evaluation, and dissemi¬ 
nation of information in connection with 
a scientific or program evaluation study 
for which actual drug abuse data is 
needed. Paragraph (b) has been added 
to § 1401.44 to define “qualified person¬ 
nel” as used in section 408(b) (2) CB). 

12. Disclosure to State agencies as re¬ 
quired by statute. Several comments have 
been made that State statutes, in many 
instances, require a disclosure to the 
State Public Health Department or other 
State boards or agencies to carry out 
some local policy objective, such as a 
check on doctors to determine possible 
abuse in the treatment of drug addicted 
patients. Apparently, some doubt has 
been expressed that section 403 and the 
regulations do not cover this situation. 
Attention Is directed to 1 1401.44 which 
authorizes disclosure without the con¬ 
sent of a patient to qualified personnel 
for purposes of conducting scientific re¬ 
search, management audits, financial 
audits, or program evaluations. To the 
extent that personnel of State agencies 
or boards are serving some legitimate 
objective related to one of the purposes 
indicated in this section, disclosure to 
such personnel would seem to come 
within the intent of section 408(b) (2) CB) 
of Public Law 92-255 and § 1401.44 
of the regulations. Attention is specifi¬ 
cally invited, however, to the fact that 
section 408(b)(2)(B) protects the pa¬ 
tient in that any qualified personnel re¬ 
ceiving patient information is prohibited 
from disclosirg, directly or Indirectly, 
the identity of any individual patient. 
If any State law provided otherwise, the 
Federal policy as set forth in section 
408(b)(2)(B) would prevail. Conse¬ 
quently, if the State personnel involved 
meet the qualifications test by reason of 
conducting scientific research, manage¬ 
ment or financial audits or program eval¬ 
uations and they remain subject to the 
policy in section 408 with respect to fur¬ 
ther disclosure, in most instances dis¬ 
closure to such personnel is authorized. 
However, a pro Tam director need not 
authorize a disclosure under section. 408 
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Cb) (2) (B) if he does not have assurance 
that the patient’s rights of confidential¬ 
ity are respected. It is believed, there¬ 
fore, that a reasonable interpretation of 
this section will accommodate most prob¬ 
lems that might arise thereunder and 
therefore no changes are being made at 
this time. 

13. Disclosure in court proceedings — 
court orders. Several questions have been 
raised regarding disclosures in court pro¬ 
ceedings and the procedure and authority 
for.making such disclosures m certain 
situations. 

(a) One comment referred to a situ¬ 
ation in which the drug addiction of the 
husband was a ground for divorce and 
therefore was relevant to a proceeding 
for divorce initiated by the wife. Assum¬ 
ing other evidence is nGt available, the 
proper procedure in such a case would be 
to obtain a court order under section 
408(b)(2) (C) based upon a showing of 
good cause. This would be done under 
§ 1401.72 of the regulations and the court 
should be asked, to receive the evidence 
to camera. 

Cb) Another question related to the 
lack of a requirement of notice to the 
patier^ and an opportunity to participate 
In a court proceeding under section 408 
Cb) (2) (C5 of the act. This question 
raised the Issue that due process should 
•require an opportunity to participate in 
•what may be a critical stage of a crim¬ 
inal proceeding, otherwise the proceed¬ 
ings would foe ex parte with only the 
applicant and the judge present. The 
further comment is made that the regu¬ 
lations contain no definitional guidance 
mg to what constitutes the ’’public inter¬ 
est* 8 to the granting of a court order and 
recommends that more specific guidance 
fee included in any revision of the regu¬ 
lations. Attention is invited to § 1401.72 
which sets forth information which 
should bo included in an application for 
a court order under section 408(b) (2) (C) 
of the act. This information is intended 
to assist the court in making a finding 
as to whether disclosure in any particular 
ease would be to the public interest. Until 
there is compelling evidence of a need to 
provide further clarification, the Special 
Action Office deems it undesirable to 
Brake additional changes on these points. 

(c) A related comment suggests that 
section 408 requires that the cou^t con¬ 
sider the possible injury to the patient 
and to the physician-patient relationship 
in any proceeding to determine whether 
to order should be granted in the public 
interest. It is indicated that in any such 
proceeding the identity of the patient will 
be disclosed and information concerning 
him as a patient will be the subject of 
discussion at the hearing and conse¬ 
quently in effect would constitute a dam¬ 
aging disclosure in violation of the intent 
of section 408. This is a valid comment 
but it assumes that the patient’s identi¬ 
fication will be disclosed at the hearing. 
Counsel, as well as the court, should be 
alerted to the dangers of such disclosure 
to order to avoid the identification of a 
specific patient as the subject of the hear¬ 
ing, This can be done by an agreement 
between counsel and the court that the 
patient 8 # name will not be identified to 


the proceedings. Also, whenever it will 
serve the interests of justice, disclosure 
should be made in camera and the record 
sealed. 

In view of the foregoing recommenda¬ 
tions, it is hereby found that good cause 
exists to make the amendments in the 
regulation as described above. It is hereby 
determined that good cause exists to 
make these amendments effective im¬ 
mediately. that such amendments con¬ 
stitute interpretative rules within the 
meaning of section 553(b) of title 5, 
United States Code, and accordingly that 
notice and public procedure thereon prior 
to their effectiveness are not required by 
law. Therefore, it is ordered that title 
21, Chapter III, Part 1401 of the Code 
of Federal Regulations be amended ac¬ 
cordingly and as amended will read as 
hereinafter set forth, effective upon pub¬ 
lication in the Federal Register. 

By order of the Director of the Special 
Action Office for Drug Abuse Prevention, 
November 29, 1973. 

Grasty Chews II, 
General Counsel. 
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Authorit?: The provisions of this Part 
1401 are authorized under sections 213, 221, 
222, and 409 of the Drug Abuse Office and 
Treatment Act of 1972 (Public Law 92-255; 
21 U.S.C. 1122, 1131, 1132, and 1175), and 
other relevant provisions of law. 

General Provisions 
§ 1401.01 Definitions. 

For the purposes of this part, the fol¬ 
lowing words shall have the meanings 
indicated: 

(a) The term "Act” means the Drug 
Abuse Office and Treatment Act of 1972 
(Public Law 92-255) Including such 
amendments thereto as may be in effect 
at the time the provision referring to it 
is applied, 

(b) The term "Director” means the 
Director of the Special Action Office for 
Drug Abuse Prevention. 

(c) The term "drug abuse prevention 
function" means any program or activity 
relating to drug abuse education, train¬ 
ing, treatment, rehabilitation, or re¬ 
search, and includes any such function 
even when performed by an organization 
whose primary mission is in the field of 
drug traffic prevention functions (as de¬ 
fined in 21 U.S.C. 1103(c)), or Is unre¬ 
lated to.drugs. 

(d) The term "drug abuse prevention 
function authorized or assisted under any 
provision of the Act or any act amended 
by the Act” means any drug abuse pre¬ 
vention function— 

(1) Which is conducted or supported, 
in whole or in part, by any department, 
agency, or instrumentality of the 
United States, or 

(2) For toe lawful conduct of which 
in whole or part any license’ permit, or 
other authorization is required to be 
granted by any department or agency of 
the United States. 

(e) The term "patient” means any 
person who is or has been interviewed, 
examined, diagnosed, treated, or re¬ 
habilitated in connection with any drug 
abuse prevention function and includes 
any person who, after arrest on a crimi¬ 
nal charge, is interviewed and/or tested 
to connection with drug abuse prelimi¬ 
nary to a determination as to eligibility 
to participate in a drug abuse prevention 
program with the approval of the court. 

(f) The term “governmental person¬ 
nel” means those persons who are em¬ 
ployed by the l£S. Government, by any 
State government, or by any agency or 
political subdivision of either, and In¬ 
cludes Veterans Administration person¬ 
nel as described to § 1401.23(b). 

(g) The term "medical personnel” in¬ 
cludes physicians, nurses, psychologists, 
counselors, social workers, and support¬ 
ing administrative, financial, clerical, 
and technical personnel. 

<h) The term “records” as used in sec¬ 
tion 408(a) shall include communica¬ 
tions and other information, whether 
recorded or not, relating to the identity, 
diagnosis, prognosis or treatment of a 
patient. 

§ 1401.02 Applicability. 

(a) Except as provided in paragraph 
(b) of this section, this part applies to 
records or any part thereof made on or 
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after March 21, 1972, of the Identity, 
diagnosis, prognosis, cr treatment of arty 
patient which are maintained in connec¬ 
tion with the performance of any drug 
abuse prevention function authorized or 
assisted under the Act or any act 
amended by the Act. This part applies 
also to records maintained for patients 
actively participating in a treatment 
program prior to March 21, 1972 where 
such prior treatment is part of one con¬ 
tinuous treatment activity still subsisting 
on that date. 

<b) The provisions of section 408 of 
the Act (21 U.S.C. T175) and the re¬ 
maining provisions of this part do not 
apply to any interchange of records en¬ 
tirely within the Armed Forces, within 
those components of the Veterans Ad¬ 
ministration furnishing health care to 
veterans, or between such components 
and the Armed Forces, but otherwise 
such section and this part apply to any 
communication to or from any person 
outside the Armed Forces or such com¬ 
ponents of the Veterans Administration, 

| 3401,03 General rules regarding con¬ 
fident inlily. 

Records of the identity, diagnosis, 
prognosis, or treatment of any patient 
which are maintained in connection with 
the performance of any drug abuse pre¬ 
vention function shall be confidential, 
may be disclosed only as authorized by 
this part, and may not otherwise be di¬ 
vulged In any civil, criminal, adminis¬ 
trative, or legislative proceeding con¬ 
ducted by any Federal, State, or local 
authority, whether such proceeding is 
commenced before or after the effective 
date of this part. 

§ 1401.04 Incompetent or deceased pa¬ 
tients. 

In any case In which disclosure is au¬ 
thorized with the consent of the patient, 
such consent may be given by a guardian, 
conservator, or other court-appointed 
designee in the case of an incompetent 
patient, and by an executor, adminis¬ 
trator, or other personal representative 
in the case of a deceased patient. 

§ 1401.0S Security precautions. 

(a) Appropriate precautions should be 
taken for the security of records to which 
this part applies. The succeeding para¬ 
graphs of this section set forth examples 
of such precautions, but these should be 
added to or may be modified in the light 
of individual circumstances. 

(b) The file of each patient main¬ 
tained .ip connection with the perform¬ 
ance of any drug abuse prevention func¬ 
tion should be marked “Confidential 
Patient Information,” as should any rec¬ 
ord identifying an individual as a drug 
abuse patient, including photographs, 
fingerprints, reports of skin abrasions 
indicating drug use, or other documenta¬ 
tion of patient Identification. 

<c) Each file drawer, cabinet, or other 
container in which such files are kept 
should be conspicuously labeled with 
a cautionary statement such as the 
following: 
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Confidential Patient Information 

Any unauthorised disclosure 
la & Federal offense. 

§ 1401,06 Extent of disclosure. 

Any disclosure made under this part, 
whether with or without the patient’s 
consent, shall be limited to information 
necessary in the light of the need or 
purpose for the disclosure. 

Disclosures Without Court Authoriza¬ 
tion and With Consent of Patient 

§ 1401.2! Form of consent. 

(a) Where disclosure is authorized 
with the consent of the patient, such 
consent must, except as otherwise pro¬ 
vided, be in writing and signed by Die 
patient. Such consent must state— 

(1) The name of the person or or¬ 
ganization to whom disclosure is to be 
made, 

1 2) The specific type of information 
to be disclosed, and 

(3) The purpose or need for such 
disclosure. 

§ 1401.22 Disclosure to medical person¬ 
nel. 

With the patient’s consent, disclosure 
to medical personnel Is authorized for 
the purposes of diagnosis or treatment. 
The consent must be in writing and in 
the form prescribed ir, § 1401.21. Ail med¬ 
ical personnel to whom disclosure is 
made shall be subject to all of the rules 
on confidentiality as set forth 'in this 
part. 

§ 1401.23 Disclosure to governmental 
personnel for purpose of obtaining 
benefits. 

(fll Benefits generally. With the writ¬ 
ten consent of a patient, disclosure is 
authorized to governmental personnel 
for the purpose of obtaining benefits to 
which the patient is entitled. For the 
purposes of this section, benefits to 
which a patient is entitled include, but 
are not limited to, any welfare, medicare, 
or other public financial assistance au¬ 
thorized by Federal, State, or local law, 
the suspension of prosecution, the grant¬ 
ing of probation or parole, public pension 
or retirement benefits, and any other 
benefit conferred by lawful authority. 

<b) Veterans benefits. Disclosure may 
be made to Veterans Administration per¬ 
sonnel for the purpose of determining a 
patient’s eligibility for hospitalization, 
pension, or other veterans’ benefits. For 
the purpose of this section. Veterans 
Administration personnel includes any 
personnel (whether or not employed or 
compensated by the Veterans Adminis¬ 
tration) authorized by the Veterans Ad¬ 
ministration to assist patients in the 
preparation and submission of their 
claims. 

(c> Welfare benefits . Where treatment 
for drug abuse has been made a condi¬ 
tion to the granting or continuation of a 
welfare or other public benefit, disclosure 
is authorized to governmental personnel 
responsible for the administration or de¬ 
termination of such benefits. 
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(d) Claims or benefits adjudicated in 
judicial or administrative proceedings. 
In any proceeding before a court, ar. ad¬ 
ministrative tribunal, or other govern¬ 
mental body or official having authority 
to approve or disapprove, or to recom¬ 
mend approval or disapproval, of a 
claim or other benefit to which a patient 
is entitled and all or some part of such 
patient's drug abuse record is relevant 
and necessary to the determination of 
such claim or other benefit, such patient 
may consent to, and authorize the dis¬ 
closure of such record or portion tnereof 
deemed necessary to support such claim 
or benefit. When any such disclosure is 
authorized, the court, administrative 
tribunal, or other governmental body or 
official should be alerted as to the need 
to maintain confidentiality and to avoid, 
to the extent practicable, any further 
disclosure of the record or the patient’s 
identification, 

§ 1401.24 Disclosure In connection with 
parole,^ probation, or suspension of 
prosecution* 

(a) In the case of a drug abuser 
charged with a criminal offense or who 
is subject to parole or other probationary 
action and who has agreed to participate 
in a drug abuse prevention treatment 
program as a condition of release from 
confinement or as a condition to the 
dropping, deferral, or ' suspension of 
charges or judgment, disclosure of such 
person's treatment records in connection 
with such program is authorized if the 
patient consents in writing to participate 
in such program and consents to dis¬ 
closure in accordance with § 1401.21. 

(b) Disclosure pursuant to this cec» 
tffin shall be limited to the patient’s 
attorney and to governmental personnel 
having responsibility with respect to the 
prosecution of the patient or for super¬ 
vising his probation or parole. 

§ 1401.25 Disclosure to legal counsel- 

(a) In any situation in which disclo¬ 
sure is permitted with the patient’s con¬ 
sent for one or more of the authorized 
purposes as stated in tills part dnd the 
patient has secured the advice of legal 
counsel, disclosure may be made to the 
patient’s attorney upon the written ap¬ 
plication of the patient endorsed by the 
attorney. 

(b) In any situation in which a pa¬ 
tient seeks the advice of legal counsel 
on the question of waiving confiden¬ 
tiality, disclosure is authorized to the 
extent necessary to render such advice, 

II written application for such disclosure 
is made by the patient end endorsed by 
the attorney. 

§ 1401.26 Evaluation in connection with 
rehabilitation. 

(a) Whenever a patient or former pa¬ 
tient has been employed or Ls seeking em¬ 
ployment and such employment is con¬ 
ditioned upon his status or progress in a 
•treatment program, an evaluation of 
such * status or progress by qualified 
medical personnel may be furnished to 
responsible employment services, agen¬ 
cies, or employers which have denion- 
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fftrated ihelr willingness to employ, or 
assist ha the employment of, present, or 
former drug abusers in^ a drug abuse 
treatment or rcbabilltation program. 
Such organiz&Uons, agencies or employ¬ 
ers shall maintain such evaluation as 
confidential and shall not disclose any 
part iherof to any other person or or¬ 
ganization. 'Any disclosure under this 
section shall be subject to all of the fol¬ 
lowing conditions: 

(1) The request for such an evalua¬ 
tion must be in writing and signed by 
the patient. 

(2) The request must identify the em¬ 
ployer (or official therein) cooperating in 
the patient’s rehabilitation program. 

' <3> Hie treatment organization must 
verify the authenUcity of the request by 
telephone or other means of communica¬ 
tion and ascertain the extent that the 
information is need to verify the pa¬ 
tient’s treatment status. 

(4) The information shall be limited 
to that reasonably necessary in view of 
the type of employment involved. 

(5) No information may be furnished 
by a treatment organization unless the 
organization is satisfied on the basis of 
past experience or other credible infor¬ 
mation (which may in appropriate cases 
consist of a written statement by the 
employer) that such information will be 
psed for the purpose of assisting in the 
rehabilitation of the patient and not for 
the purpose of identifying: the Individual 
as & patient in order to deny him cm.- 
pk>yxncnt or advancement because of his 
history of drug abuse. 

(b) Information in the nature of a 
general evaluation of a patient’s present 
or past status in a treatment program 
may be furnished to members oi the pa¬ 
tient's family If, in the judgment of n 
qualified physician or counsellor, such 
Information would be helpful in treat¬ 
ment of rehabilitation of the patient and 
the patient makes a written request for 
such Information to be furnished, 

§ 1401-27 Disclosure for purposes of 
collecting health or other insurance 
chatms. 

A patient who has entered a drug abuse 
prevention program for diagnosis or 
treatment may for the purpose of such 
diagnosis or treatment (including the 
financing thereof) authorize the dis¬ 
closure of information contained In his 
record to the extent necessary to sup¬ 
port a claim for payment or reimburse¬ 
ment under a health or other insurance 
program carried by or in behalf of the 
patient and under which such patient is 
a beneficiary or participant. Any such 
disclosure shall be limited only bo infor¬ 
mation which is directly relevant to, and 
necessary in support of, a claim lor pay¬ 
ment or reimbursement under such 
health or Insurance program for the 
benefit of the patient and any informa¬ 
tion so disclosed remains subject to all 
of the restrictions of this part with re¬ 
spect to any further disclosure. 


Disclos trass Without Court Author¬ 
ization and Without Consent of 

Patient 

§ 1401,41 Disclosure without consent in 
general, 

(a) Disclosure of a patient’s records 
may be made without the consent of the 
patient and without authority of a court 
order os follows: 

(1) To medical personnel to meet a 
medical emergency; and 

(2) To qualified personnel for purposes 
of research, audits, or program eval¬ 
uation. 

§ 1401.42 Medical emergency. 

Disclosure to medical personnel, either 
private or governmental, is authorized 
without the consent of a patient only 
when necessary to meet a bona fide 
medical emergency and only do the ex¬ 
tent necessary to meet such emergency. 
For the purposes of this section a bona 
fide emergency may be considered to 
exist whenever competent medical au¬ 
thority has determined that the life or 
health of the patient involved may be 
impaired and medical treatment without 
the record could be detrimental to the 
patient’s health. Where, for example, a 
person is incarcerated and claims to be 
a patient in a methadone treatment pro¬ 
gram, this claim may be verified by In¬ 
quiry to the treatment center 
administering the program or to a reg¬ 
istry such as is referred to In § 1401,43 in 
order to avoid overdose on the one hand, 
or the danger of untreated withdrawal 
on the other. 

§ 1401.43 Records maintained in con¬ 
nection with chemotherapeutic treat¬ 
ment. 

The communication of Information re¬ 
lating to patient identity and dosage be¬ 
tween or among programs approved by 
the Commissioner of Food and Drugs 
pursuant to § 130.44 of this title, or be¬ 
tween such programs and a registry 
serving them/shall not be considered as 
a disclosure in violation of section 408(a) 
of the Act (21 U.S.C. 1175(a)), but any 
such information received by any such 
registry shall be fully subject to section 
408 of the Act and to the provisions of 
this part. 

§ 1401.44 Rfsearch, udits, and program 
evaluation. % 

(a) Disclosure without consent is au¬ 
thorized to Qualified personnel for the 
purpose of conducting scientific re¬ 
search, management audits, financial 
audits, or program evaluation, but such 
personnel may not identify, directly or 
indirectly, any individual patient in any 
report of such research, audit, or eval¬ 
uation, or otherwise disclose patient 
identities in any manner. Information 
so obtained may be used in enforcing 
Lawful requirements imposed vith re¬ 
spect to the operation of treatment pro¬ 
grams employing controlled eubstanccs, 
but section of the Ac* (21 UjS.C. 


1175(e)) specifically prohibits the use of 
patient records bo initiate or substantiate 
any criminal charges against a patient 
©r to conduct any investigation of a 
patient, except as authorized under a 
court order granted ufidcr section 408 
(b)(2)(C) (21 U.S.C. 1175(b)(2)(C)). 
As used in this section, the term "quali¬ 
fied personnel" means persons whose 
training and experience are appropriate 
to the nature of the work in which they 
are engaged, and who arc performing 
such work with adequate administrative 
safeguards against unauthorized dis¬ 
closures. 

Criminal Penalties 

§ 1401.51 Penalty for unauthorized dis¬ 
closure. 

Subsection (e) of section 408 of the 
Act (21 U.S.C. 1175) provides that ex¬ 
cept as authorized under subsection (b) 
of that section, any person who discloses 
the contents of any record referred io in 
subsection (a) of that section shall be 
fined not more than $500 in the case of a 
first offense, and not more than $5,000 
in the case of each subsequent offense. 

Interpretation of Section 408(b) (2) (C) 
in Relation to Other. Laws 

§ 1401.61 Relationship of pection 4-08 
(b) (2) (C) io other provisions of 
section 408 and to other legislation 
generally. 

Section 408(b)(2)(C) of the Act (21 
U.S.O. 1175(b) (2) (C)) empowers the 
courts, in appropriate circumstances, to 
authorize disclosures which would other¬ 
wise be prohibited by section 4C0(a). 
Both the positioning of this authority 
in the bill as initially passed by the Sen¬ 
ate and the explicit crossreference in sec¬ 
tion 408(a) of the final Act make clear 
the congressional intent that section 408 
(b) (2) (C) operate as a mechanism for 
the relief of the 408(a) strictures and not 
as an affirmative grant of jurisdiction to 
authorize disclosures prohibited by other 
provisions of law, whether Federal or 
State. By the same token, it should be 
noted tliat the authority which section 
408(b)(2)(C) of the Act (21 U.S.C. 1175 
(b) (2) (C)) confers on courts to issue 
orders authorizing the disclosure of rec¬ 
ords applies only to records referred to 
in section 408(a) (21 U.S.C. 1175(a)) — 
that is, the records maintained by op¬ 
erating treatment or research programs, 
and not to secondary records generated 
by the disclosure of the 408(a) records 
to researchers, auditors, or evaluators 
pursuant to section 408(b) (2) (B). 

§ 1*401.62 Scope of ordcra; relationship 
to confidentiality provisions of Pub- 
Lie Law 91—513, 

(a) It is abundantly clear that section 
408(b) (2) (C) was not intended to confer 
jurisdiction on any court to compel dis¬ 
closure of any information, but solely to 
authorize such disclosure. An order or 
provision of an order based on some other 
authority, or » fcubpv*e !*»>■, or other Rpprc- 
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priate legal process, is required to compel 
disclosure. To illustrate, if a person who 
maintains records subject to section 408 
Is) of the Act is merely requested, or is 
even served with a subpoena, to disclose 
information contained therein which is 
a type whose disclosure is not authorized 
under section 488 of the Act or any of the 
foregoing provisions of this part, he 
must refuse such a request unless, and 
until, an order is issued under section 
408(b) (2) (C) . Such an order uouid au¬ 
thorize, but could not, of its own force, 
require disclosure. If there were no sub- 
pen a or other compulsory process, the 
custodian of the records would have the 
discretion as to whether to disclose the 
information sought unless and until dis¬ 
closure were ordered by means of appro¬ 
priate legal process, the authority for 
which would have 1o be found in some 
source other than section 408 of the Act. 
This result is compelled by the language 
of section 403(b)(2) itself. The words 
used, 14 the content- of such record may be 
disclosed 0 0 * if authorized by an appro¬ 
priate order'* are too explicit and too well 
established as words of art to be inter¬ 
preted as meaning "the content of such 
record shall be disclosed if required by an 
appropriate order/' 

(b)(1) This interpretation of the 
permissible scope of a 408(b) (2) (C) or¬ 
der is not only appropriate in the light 
of the purposes, language, and legislative 
history of the Act in which it appears, but 
also is necessary in order to harmonize 
that section with other legislation deal¬ 
ing with a narrower aspect of the same 
subject matter. By sections 3(a) and 502 
Cc) of the Comprehensive Drug Abuse 
Control and Treatment Act of is70 (42 
thS.O. 242a(a); 21 U.S.C. 872(e)), Con¬ 
gress conferred on the Secretary of 
Health, Education, and Welfare and on 
the Attorney General, respectively, powder 
to authorize persons engaged in drug 
research to withhold names and other 
Identifying characteristics of persons 
who are the subject of such research, 
and expressly provided that when such 
authority has been obtained, its holder 
may not be compelled to disclose identi¬ 
fying information “in any Federal, State, 
or local civil, criminal, administrative, 
legislative, or other proceedings 9 • * w 
(2) If section 408 of the 1972 Act were 
to be interpreted as an independent grant 
of authority to compel testimony, it 
would obviously be in direct conflict with 
the provisions of the, 1970 Act discussed 


above. This becomes significant, for ex¬ 
ample, in the case of methadone, which 
for the purpose of treating opiate addic¬ 
tion on a longer-range basis is classified 
as an experimental a rug wliich may not 
ho administered except In connection 
with research. Nothing in cither the lan¬ 
guage or the legislative history of the 
Act indicates any intent on the part of 
Congress to amend the provisions of 
the 1570 Act or to reduce the protection 
which can be afforded under them. Since 
the language of section 403 permits, if 
it does not require, a construction which 
harmonizes with the 1970 Act, it clearly 
should not be construed to authorize 
a court order in derogation of any exer¬ 
cise of the authority of the Secretary of 
Health, Education, and Welfare under 
section 242a(a) of title 42, United States 
Code, or the Attorney General under 
section 872(c) of title 21, United Staten 
Code. 

Interpretative Guidelines for Applica¬ 
tions and Orders Under Section 

408(b) (2) (C) 

§ 1*101.71 Applications for order® should 
he restricted to records of specified 
patients. 

Section 408(b) (2) (C) empowers courts 
of competent jurisdiction to authorize 
disclosure only on a showing of good 
cause. That section expressly provides 
that in assessing whether good cans© 
exists, the court must weight the public 
interest and the need for disclosure 
against the injury (a) to the patient, 
(b) to the physician-patient relation¬ 
ship, and (c) to the treatment services. 
Because these factors can only be 
weighted with respect to the particular 
patient involved, any application for 
such an order should relate only to the 
records (or a part thereof) of a specific 
patient and should include an identifica¬ 
tion of the patient and an indication 
whether the application is being made 
with or without his, consent. Tills con¬ 
clusion is buttressed by the form of sec¬ 
tion 40B, which appears to have been 
deliberately cast in terms of the indi¬ 
vidual patient, e.g. section 408(b)(1), 
“If the patient 9 • 3 gives his written 
consent • 0 V* and 408(b)(2), “If the 
patient • • • does not give his written 
consent 0 0 suggesting an intention 
that the disclosure order be limited to 
the records of a particular patient who 
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either did or did not consent to the 
disclosure. 

§ 1 *t01. < 2 I ormndon which should fcne 
furnished in support of application. 

In those cases in which an application 
is not made by or with the consent of 
the patient, or is not joined in or con¬ 
sented to by the person or org aniz ation 
responsible for the records to which it 
relates, the Act implicitly requires that 
such application be supported by ade¬ 
quate information to enable the court to 
make the following findings: 

(a) The nature of the public interest 
that would be served by granting the 
application; 

(b) /my actual or potential Injury, 
either economic or social, that could re¬ 
sult to the patient or to die relationship 
of the patient to his physic ian ; 

(c) The effect that an order of disclo¬ 
sure would have on the administration 
of the drug-abuse prevention program; 
and 

Id) A clear showing that the interest© 

, of the public are substantial in relation 
to possible Injury to the patient or to the 
patient-physician relationship. 

§ 1401.73 ’Suggested safeguards against 

unnecessary ciisdosureso 

Section 408(b) (2) (C) implicitly nega¬ 
tives any court order requiring unlimited 
disclosure when limited disclosure would 
serve tbo purpose. It states that “in de¬ 
termining the extent to which any dis¬ 
closure of all or any part cf any record 
Is necessary/* the court is required to 
impose appropriate safeguards e^niuBt 
unauthorized disclosure. To facilitate 
compliance with this requirement, it 
would be within the intent and spirit of 
this provision of section 408 that any 
such court order: 

(a) Limit disclosure to those parts of 
the patient’s record deemed essential to 
fulfill the objective for which the order 
was granted; 

(b) Limit disclosure to those persons 
whose need for the information is the 
basis for the order; 

(c) Require, where appropriate, that 
all information disclosed be held in 
camera; and 

(d) Include any other appropriate 
measures to keep disclosure to a min¬ 
imum, consistent with the protection of 
the patient, the physician-patient rela¬ 
tionship and the administration of the 
drug abuse prevention program. 
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